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LETTER OF TRANSMITTAL 


To His Excellency, the Governor of the State of New York, and to the 
Honorable Members of the Legislature of the State of New York: 

The Commission on Medical Care has the honor to submit herewith its 
report on the existing pattern of medical care and medical insurance in 
New York State, Proposals for methods of attaining the objectives pre- 
scribed for the Commission have not been the subject of unanimous agree- 
ment and for this reason the recommendations of the dissenting members | 


as well as the recommendations of the majority are commended to your 


attention. 
Respectfully submitted, 
Basil C. MacLean, M. D., Chairman 
Lee B, Mailler, Vice-Chairman, 
Assemblyman 
Marion W. Sheahan, R. N., Secretary 
Msgr. John J. Bingham Ruth Hall, R. N. 
Harold R. Brown, M. D. Frederic E, Hammer, 
Iucien Brown, M. D. Senator 
James A, Corcoran, RanOre T. Lansdale, 
Senator State Commissioner 
Andrew A. Eggston, M. D. of Social Welfare 
Leonard Farbstein, Robert L. Levy, M. D. 
Assemblyman Frederick MacCurdy, M. D. 
Agnes Gelinas, R. N. State Commissioner 
Edward S. Godfrey, Ine; My Bey -of Mental Hygiene 
State Commissioner George M. MacKenzie, M. D. 
of Health Herman G, Weiskotten, M. D. 


Garrard Winston 


February 15, 1946 


Paul A; Lembcke, M, D.;° MN. P.'.H. 
Director of Study 
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Responsibility for Report 


With the exception of recommendations, which are the responsibility 
of the subscribing members, and the survey of public opinion which was 
conducted by and is reported for the Commission by Surveys Incorporated, 
the report of the Commission was prepared by the Director of Study large- 
ly from material which had been made available to the Commission members 
for study and discussion as it was acquired, Except as noted above, the 
report as presented has been accepted by the Commission’as a whole, al~ 
though the Commission assumes no responsibility for the detailed data, 


interpretations, comments or opinions, 


INTRODUCTION 


| The subjects of medical care and medical insurance are among the 
foremost of the domestic issues of the day. Although a majority of the 
members of the Commission on Medical Care did not recommend immediate 
and positive action by the Legislature, the subject remains a live one 
in New York State and is under active discussion by many interested 
groups, official and non-official. A limited number of mimeographed 
copies have been prepared for distribution to members of the Legisla- 
ture prior to the close of its session, and to meet the many requests 
which have been made by persons and groups who have been associated 
with or vitally interested in the Commission activities, for the com- 
plete text of the report at an early date. Printed reports will be 
available some months hence. 

Public demand for a better system of financing medical care has 
brought us to the point where this subject can no longer be dealt with 
solely in terms of general principles. Possible solutions in the form 
of legislative proposals have not warranted or received proper consid- 
eration because they have not been substantiated by facta, The studies 
made by the Director of Study, which have been along lines indicated by 
the Commission as a whole, in my opinion fill a long-felt need and con- 
stitute an outstanding contribution to the subject of medical economics. 
Although they apply to New York State only, they set a pattern to be 
followed in other State and Federal studies. In no other instance of 
which I am aware have the many aspects of this varied problem been probed 
| so deeply and the possible solutions reduced to such concrete terms. The 
excellence of the well-rounded report and the penetrating analyses made 
by the Director of Study reflect a competence and objectivity which have 
not flagged in the face of circumstances which have often been discourag- 
ing. It could not be expected that the Commission as a whole would be 
in a position to. scrutinize and act on every phase of a report covering 
such a large field, nor that nineteen persons with different backgrounds 
and interests would be in agreement on every point if they did. The 
interpretative or analytical comments are sufficiently distinct from the 
facts to permit the reader to make his own appraisal. 

The task of the Commission and its study staff has been made doubly 
difficult by the fact that the Commission assumed the responsibility of 
determining not only the form in which good medical caré should be made 
more available to the people, but also whether the State should take any 


action in this field. To the extent that the Chairman has been responsi- 
ble for direction of the Commission's activities, there has never been 
any thought that the members of the Commission would or should act other 
than as citizens performing a public duty in response to the needs of 
the people as a whole. The duties of the office were approached with an 
open mind, without pre-formed conclusions, and without commitment to any- 
one. Any departure from this viewpoint which may have occurred on the 
part of any member has been beyond the control of the Chairman and, it 


is believed, the Commission as originally constituted. 


Basil C. MacLean, M. D. 
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PART I 
REPORTS AND RECOMMENDATIONS OF COMMISSION MEMBERS 


MAJORITY REPORT 


When this study was undertaken by the Commission on Medical Care, the 
task was defined by the Governor ag. one of devising a plan to make medical 
care more available to all classes of people in the State of New York. It 
soon became apparent to the Commission that the insurance or prepayment 
principle is the one which best could be employed to attain this objective. 
The New York State Commission on Medical Care is not prepared, however, 
to recommend to the Legislature any plan for medical care insurance and 
hospital insurance financed on a compulsory basis. After careful study 
of the subject, certain principles have become apparent. These are: 

1. Adequate medical care should be made more readily available 

to all residents of the State. 

2. The persons to be benefited should pay a material part of 

the cost. 

3. There should be freedom of choice of doctor by patient and 

of patient by doctor. 

4, There should be as little government interference in the 

practice of medicine as is consistent with proper standards 
of medical service. 

5. Good voluntary medical and hospital insurance plans should 

be encouraged. 

A comprehensive plan for medical care includes hospitalization; phy- 
sician's care at home, in the office, and in the hospital; nursing care; 
diagnostic services; and limited dental care. The cost of this type of 
plan covering every resident of the State has been variously estimated, 
but it would probably be at least $400,000,000 a year. This would mean 
a cost of at least $30 per capita. : 

The Commission is of the opinion that this sum represents too great 
an expenditure to be imposed on the people of the State, either directly 


or indirectly through governmental authority, until there has been more 


2 


experience in the field of medical and hospital insurance. 

There would be serious difficulties in administering medical care to 
thirteen million people and avoiding abuses and deterioration in the qual- 
ity of service, Furthermore, the facilities in the State with respect to 
medical, dental, nursing and hospital care would need to be greatly ex- 
panded. 

The Commission, unwilling to recommend an experiment on such an enor- 
mous scale and at such cost and risk, endeavored to find some plan less 
than a comprehensive plan which might be used to test out the practica- 
bility of a compulsory prepayment plan of medical care, In this it has 
been unsuccessful. There appeared to be no plan for medical care financed 
on a compulsory basis, less than comprehensive, upon which the. Commission 
could agree. 

It is true that the Commission has not brought forward a comprehen- 
Sive medical care plan for the State of New York. The purpose of the Com- 
mission's study was to recommend to the Legislature what in its opinion 
would improve medical care for the citizens of. the State. The Commission 
has studied the question for some fifteen months and has come to the con- 
clusion that to make an experiment in a field heretofore non-governmental 
and an experiment at such great cost and affecting thirteen million peo- 
ple, is something which deserves further study before definitive action 
is taken. e 

The Commission recognizes that there are many factors bearing on the 
subject of health, e. g. better housing, nutrition, etc., but would like 
to recommend that consideration be given to the following: 

1. Extension of public health and welfare services. 

2. State aid for hospital construction, 

3. Development and extension of diagnostic aid facilities. 

4, State support for specific medical research projects. 

Msgr. John J. Bingham 

Harold R. Brown, M. D. 
Andrew A. Eggston, M. D. 
Agnes Gelinas, R. N. 

Edward S. Godfrey, Jr., M. D. 
*Frederick MacCurdy, M. D. 

Lee B. Mailler 


Herman G, Weiskotten, M, D. 
Garrard Winston 


*Approved with reservations, 


‘MINORITY REPORTS 


A number of the Commission members have found it impossible to sub 


| “scribe to the report of the majority. These members are in agreement 

a with the conclusion of the majority that the principle of spreading the 
costs of medical care on the insurance or prepayment principle is the 
one which could best be employed to attain the objective of making ade 
quate medical care more readily available to the people of the State. 
With one exception, however (Minority Report No. 3) they do not agree 


that no plan can be recommended to the Legislature for definitive action 


in the form of separate minority reports. 


MINORITY REPORT NO. 1 


A PROGRAM PROVIDING COMPREHENSIVE MEDICAL, DENTAL, HOSPITAL AND NURSING 
CARE FOR CHILDREN UNDER EIGHT YEARS OF AGE IS RECOMMENDED TO THE 
LEGISLATURE FOR ADOPTION. 


Such a program would provide a modest and realistic approach on an 
experimental basis to the problem of making adequate medical care more 
readily available to the people of the State. It has been suggested re- 
peatedly that experience in this field should be acquired through a pro- 
gram which would have the features of comprehensive benefits, financing 
on a compulsory basis, and coverage of persons at all economic levels, 
but which would not attempt to cover thirteen or more million people. 

The possibility of selecting limited geographic areas of the State for 
such an approach was explored, but it was not believed feasible for the 
State to employ its funds for this purpose, nor for the State to compel 
persons within limited areas to finance such a program. However, the 
Commission's studies and researches, its conferences with groups repre- 
senting all phases of.public and special interests, and the scientifical- 
ly gauged opinion of the people of the State as a whole have convinced 
us of both the desirability and feasibility of a program covering chil- 
dren throughout the State. bef: 

Children under eight years of age number about 1,340,000, or approx- 
imately one-tenth of the State's population. The selection of this group, 
which numbers little more than one-half of the number of participants in 
one of the voluntary hospitalization insurance plans, would not present 
the administrative difficulties which might be experienced in the cover- 
age of more than thirteen million people. The lesser cost entailed and 
the smaller number of persons involved would reduce to a minimum the fears 
that have been expressed by the majority in respect to developing reven- 
ues and assuring adequate facilities and personnel for a group ten times 
as great. 

Because the greatest need and hope for accomplishment in the preven- 
tion and relief of disease and disability is during childhood, it is es- 
pecially fitting that the program should provide adequate medical care to 
children in the formative years of life. Such a program would be entire- 
ly consistent with the wise and progressive system that has been devel-~ 
oped by the Legislature for the education of the children of New York 
State. If experience with the program should indicate the desirability 
of extending the program beyond this age group, a pattern would have been 


provided for an orderly and sound evolution, 
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The program recommended is conceived as one which would be closely 
intergrated with and would not duplicate the systems of health education, 
communicable disease prevention and child guidance which have been entrust- 
ed by the Legislature to departments of public health, education and mental 
hygiene. Also, the program is one which preserves to the medical, dental, 
and nursing professions and the hospitals their freedom and integrity and 
does not contemplate the provision of care through physicians, dentists, 
nurses or institutions in the employ of the State. 
The intrinsic features of the program are, in brief: 
1. Coverage. All children under 8 years of age resident in 
New York State would be covered. 

2. Benefits. The benefits to be provided would include all 
necessary medical, dental, nursing and hospital care. 
The maximum costs, estimated on the basis of complete 
fulfillment of medical and dental needs computed at ade~ 
quate professional fees (roughly corresponding to those 
paid under Workmen's Compensation in the case of phy- 
sicians), and actual hospital costs, would be as shown 
below. | 


Annual costs 
Services (millions) 
Physicians' services 
Care and treatment, home, office and hospital cases ...... $34.5 
meetun supervision ‘and immunization 1... ssccenseneevebeeie 10,0 
Puyeiovherapy - home and office cases sessssin sees ebeeeee a4 0.2 
MERE MOTGe SCTYICG oss dea ak $6 bd 6k Oa dee a kee Bae 0.5 
X-ray and laboratory service ~ home and office cases ....... 1.0 
Hospital care and nursing, physiotherapy, x-ray and 


Seeoracvory Service. 10 HOSPital oa cass eden dsd teeeensawees se 16.5 
ED COO oS es ck eh sae AOSD EP ERR OCR EENLS SEGRE TER LEEERA RO 9.0 
Total va es 
Administration and research 
CURED MPEG oc ee ee dia aw 5 6» Gos lp odd aw nie dk ee 4.6 
PEPE oye aagcs cheek hee 8064s che We E406 RES RRE EER ER OOLd ED e 
Total ees) 
Grand total gene, 


3. Provision of benefits. All physicians and dentists, singly and 
as groups, would be eligible to provide medical service to chil- 
dren. Diagnostic x-ray service would be provided by hospitals, 
hospital out-patient departments, public laboratories, and by 
qualified private radiologists (in addition, x-ray services re- 
lating to fractured extremities, etc. might be provided by any 
licensed physician, and dental x-rays by any licensed dentists, 


Laboratory service would be prcvided by approved hospital, pub- 


OV 


ON 


lic and private laboratories. Any hospital would be eligible to 
participate in the program. Visiting nurse service would be pro- 
vided by non-profit visiting nurse associations and official pub- 
lic health nursing agencies. 

Payment for service. Physicians and dentists desiring to be as- 
sured of payment in full could elect to receive the full amount 
of the State fee schedule, in return for which they would forego 
the right to make any extra charge to the patient. Other physi- 
cians and dentists could reserve the right to make charges in ex- 
cess of the fee schedule with the understanding that payments to 
them would be pro-rated if the funds appropriated for the purpose 
did not prove to be sufficient. Visiting nurse service, x-ray 
and laboratory examinations and physiotherapy treatments could 


not be charged for at rates in excess of the fee schedule. An 


-allowance fixed by the State on the basis of actual operating 


costs would be paid to the hospital, extra charges being permit- 
ted only for more expensive accomodations such as private rooms. 
Administration. The program would be administered by an official 
State agency. A policy-making board empowered to make regula- 
tions would be appointed by the Governor and would consist of two 
physicians, one dentist, one hospital administrator, one nurse, 
five members at large and the executive of the State agency. In 
addition to the professional representation afforded by the mem- 
bership of the board, there would be adequate representation 
through official advisory committees. Local administration would 
be on the State district system employed by a majority of the ex- 
isting State departments, with appropriate local advisory coun- 
cils. The executive would be a physician, experienced in admin- 
istration, appointed by the Governor and responsible to him, al- 
though dependent upon the board for advice and for the enactment 
of regulations. 

Revenues. No recommendations are made concerning the financing 
of the program, which is believed to be a matter for decision by 
the Legislature. [It is pointed out that a registration fee might 
be imposed to bring the program into conformity with the princi- 
ple that the persons to be benefited should pay directly a part 
of the cost. Inasmuch as the direct beneficiaries would be young 
children, the fee should be nominal in amount. If the Federal 
Maternal and Child Welfare Act of 1945 (S.1318) were enacted, 


ieee yay ee ee 


this program for New York State would stand to benefit substanti- 


ally, perhaps to the extent of $10 million. 


A HOSPITAL LICENSURE LAW IS RECOMMENDED TO 
THE LEGISLATURE FOR ADOPTION. 


The quality of hospital care, which is an integral part of any medi- 
cal care program, has been improved through the efforts of non-official 
bodies such as the American Medical Association, the American Hospital 
Association, and the American College of Surgeons, and of the boards and 
staffs of the hospitals themselves. These are all voluntary, non-official 
undertakings, however, and do not and cannot affect hospitals which may 
be heedless of the need for good standards. 

A measure of Supervision is exercised by the State Department of 
Social Welfare under the authority of Article XVII of the State Const itu- 
tion, However, such authority is indirect and deficient Owing to the 
fact that a hospital must be considered a charitable institution to come 
under its jurisdiction. Certain general and special hospitals, and num- 
erous convalescent and nursing homes are subject to little, if any, regu- 
lation and supervision. Further, the organization of the State Department 
of Social Welfare does not at present provide for representation of such 
interests as physicians, nurses.and hospital directors in dealing with 
hospital regulation. 

It has been considered necessary under a number of public programs 
to provide for inspection of hospitals and related institutions to sup- 
plement the inspections of the State Department of Social Welfare or to 
cover institutions not so inspected, A hospital licensure law would aid 
in improving the medical care received by the people of New York State 
through the development and enforcement of good standards of care in the 
many institutions not now under supervision. No additional burden would 
be placed upon the hospitals now subject to supervision; in fact, a special 
committee of the New York State Hospital Association has informed the Com- 
mission that the hospitals would "welcome one authority and one real in- 
spection, and the avoidance of further duplication of authority and inspec-~ 
tion." Also, the American Hospital Association has urged the States to 


adopt a system of licensing and supervision of hospitals. 


THE PROVISION OF HOSPITAL CARE FOR TUBERCULOSIS AND MENTAL DISEASE 
AT PUBLIC EXPENSE IS RECOMMENDED TO THE LEGISLATURE. 
The Legislature has wisely provided that the diagnosis and treatment 


of venereal disease, and the care of patients in county tuberculosis hos- 
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pitals be provided at public expense unless the recipient chooses to pay 
from his own resources for such care, It is assumed that the underlying 
reasons were that submission of a patient to care or treatment benefits 
the community as much or more than the patient, and that the patient may 
be required by legal process to submit to such care or treatment. 

The requirement that a patient pay for care in a public tuberculosis 
hospital if he is judged by a means test to be able to do so undoubtedly 
deters a number of patients from undergoing hospital care. The result of 
this policy is often a continued spread of the disease and continued costs 
to the public for the care of cases arising from infectious cases who were 
not hospitalized. Attention is called to the statement of the New York 
City Department of Health that "the cause of tuberculosis would be great- 
ly augmented in New York City if the cost of hospitalization was borne 
entirely by the city, and if no means test would be applied to persons in 
need of treatment." It seems clear that the principle of community re- 
sponsibility for hospitalization of the tuberculous as exemplified by 
Chapter 585 of the Laws of 1945 (County Law, Section 49-a), should be ap- 
plied to the entire State. 

State hospitals for the treatment of mental disease require payment 
by the patient or legally liable relatives (husband, wife, father, mother 
and children) to the extent of ability as determined by a means test. The 
discontinuance of this practice is recommended because the mentally ill 
patient abroad in the community may menace the public health and safety, 
and because he may be compelled by legal process to submit to hospital 
care, As is true of tuberculosis, the welfare of the community would be 
promoted if no means test were applied to persons in need of institution- 
al treatment. 

At present, inadequate public provision is made for patients chron- 
ically addicted to drugs or alcohol. Patients with these conditions can- 
not be admitted to State mental hospitals unless some other type of men- 
tal disease is present. It is urged that consideration be given to per- 
mitting admission of patients of this type to State mental hospitals and 
the provision of special facilities for the care of these conditions. 

Lucien Brown, M. D. 
Ruth Hall, R. N. 
Sen. Frederic E, Hammer 


Basil C. MacLean, M. D. 
Marion W. Sheahan, R. N. 


MINORITY REPORT NO. 2 


When Governor Dewey, on September 5, 1944, announced the appointment 
of the members of the Commission on Medical Care, he declared that "the 
purposes of the Commission are to make necessary studies,in order to de- 
vise programs for medical care for persons of all groups and classes in 
the State of New York." On September 30, 1944, the Governor's Counsel, 
Charles D. Breitel, reported to the Chairman of the Commission Governor 
Dewey's statement to him that "the people he had in mind were the middle 
class who are not receiving adequate care and that he is not limiting his 
interest to the indigent sick." 

The Commission on Medical Care began its work on October 25th. It 
then consisted of seventeen members, representing both Houses of the Leg- 
islature, members of the medical profession, the Commissioners of Health, 
Mental Hygiene and Social Welfare, nurses, a hospital administrator, a 
representative of the Catholic Charities and a business man. Its Study 
Staff commenced its research on November lst, 1944. At the insistence of 
the State Medical Society, two additional physicians were appointed to 
the Commission later. 

From the beginning, the Commission considered as its task, not only 
to obtain detailed information on the medical resources and needs of New 
York State and on the methods by which such needs might be met, but before 
all "to formulate a program for legislative action and to do so within the 
shortest period consistent with the researches and deliberations necessi- 
tated by the important social and economic aspects of the problem." Fre- 
quent discussions among the Commission members during meetings of the™ 
first ten months invariably confirmed the understanding that in asking the 
Commission to report to the Legislature on or before February 15, 1945, 
the Governor wishes the Commission to offer, not only a program complete 
with respect to details of coverage, benefits, administration and finance, 
but recommendation for legislation. 

The Commission worked well for the first year. The Study Staff, un- 
der the direction of Dr. Paul Lembcke, assembled for its members a mass 
of material and data. 

The need for a medical care program was never in doubt, as it was 
Clearly shown, not only by the large number of rejections for health rea- 
sons by Selective Service, but by all surveys and examinations of large 
numbers of people. Nor was it ever doubted that by far a disproportion- 
ate number of the people suffering from ill health come from a group of 


persons for whom medical care is not readily available because of their 
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economic status. 

It was also clearly established through the study of a number of sur- 
veys of public opinion that the people of the United States want, and would 
be willing to pay for a medical care program which would make available to 
them comprehensive medical care and would also remove the threat of sudden 
doctors and hospital bills which they are unable to meet. 

I refer to the surveys conducted by Fortune Magazine, by the Physi- 
clans Committee on Research, Inc., (through the National Opinion Research 
Center) and especially to the latest national public opinion poll conduct- 
ed by the Opinion Research Corporation for the National Physicians Commit - 
tee for the extension of medical service (November 1945). This last group 
is absolutely opposed to compulsory medical insurance in any form... All 
these surveys disclosed that the majority of the American people whenever 
given a chance will express their desire for a pre-payment insurance cov- 
ering hospital care and complete medical and surgical care in the home, - 
doctor's office and hospital. Moreover, the majority would consider a 
Government Plan with payments legally required to cover the benefits such 
a yplan would offer them, as the best way to improve the health of the peo- 
ple. Let me quote some figures obtained by the poll for the National Phy- 
Sicians Committee, Seventy-five per cent of the persons who were polled, 
said "Yes, something could be done to make it easier for people to pay for 
doctor and hospital care " (an increase of eight per cent over a similar 
survey in 1943). Asked whether they would consider a Federal Government 
Plan ~ "A good or a bad thing for the nation as a whole" - fifty-five per 
cent thought it would be a good thing, while another eight per cent saw 
some possibility of good in it. 

So much for polls conducted on a national scale. 

The people of New York State have shown even more decisively their 
willingness to accept health protection by state insurance. They voted 
in 1938 that nothing in our constitution "shall prevent the Legislature 
from providing for the protection by insurance or otherwise, against the 
hazards Of 66 .s'ss«SiCknesS.. 65a” 

In January 1946 the Commission itself conducted a poll throughout 
New York State. This poll - taken 40 per cent in metropolitan New York - 
and 60 per cent upstate - shows that 86 per cent of Lode questioned think 
everybody who lives in New York State should have insurance which pays 
doctor and hospital bills. 51.9 per cent would like a compulsory govern- 
ment-health plan for everyone = with insurance payments graded according 


to family incomes, 
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The alternative possibilities of voluntary insurance versus a govern- 


ment plan were thoroughly explored in the early studies of the Commission. 
In spite of the comparatively fast growth of voluntary insurance plans, 
less than 20 per cent of the people of New York State are today members 
of such plans; moreover most of these people have hospitalization insur- 
ance only, and no physician's services. Even strong proponents of volun- 
tary insurance have to confess that it will not be possible to cover all 
the people of the State who need such coverage and that only legislation 
requiring payments for health insurance would accomplish that purpose, 

After very thorough investigation three plans were developed by the 
Commission for discussion with interested groups. All three plans shared 
one feature - compulsion - but only one (Plan #2) made even an approach 
to being comprehensive. None of the proposals incorporated physician's 
care at home and office, In other words, none of these plans included 
comprehensive medical care, although it was admitted (in the preliminary 
report) that this would be highly desirable. The reasons for this seri- 
Ous omission will appear later. 

Private conferences on the three "Alternative Plans for Medical In- 
surance in New York State" were held during September and October 1945, 
with representatives of the medical, nursing and other professions in~ 
volved, and with representatives of hospitals, medical insurance organiza-~ 
tions, labor, industry and agriculture. 

t was planned that these private conferences should be followed by 
further discussion among the Commission members, which would lead to the 
development of a final plan. This plan was to form the subject of public 
hearings, to which representatives of the "consumers of health insurance," 
i.e. the public at large were to be invited. 

In general a study of the conference reports shows that: 

1) Only the State Medical Society and the commercial health insur-~ 
ance companies questioned the need for compulsory health insurance. They 
wanted any governmental action confined to paying for the indigent. 

2) The State Dental Society and the non-profit medical and hospital- 
ization insurance organizations did not advocate compulsory medical insur- 
ance, but seemed content to leave the decision to the people and the Legis-- 
lature. | 

3) Labor was in favor, not only of compulsory medical insurance, but 
of much more comorehensive insurance than was contemplated in any of the 
Commission's plans. The representatives of labor declared that employees 
would be willing to pay their share of the cost of comprehensive health 


insurance through payroll deduction. 
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4) Representatives of industry were divided in their opinions; while 
in general they were not opposed to a state plan, some felt that the em- 
ployer should not have to share contributions with the employee - while 
others judged from their experience with 100 per cent company-financed 
health services that employer contributions were feasible. 

Practically all groups, whether they were opposed or favorable to 
compulsory insurance, felt that home and office visits by physicians should 
be included, as the preventive features of any plan were most important 
for the health of the people. . 

These conferences further proved that the method of payment for phy- 
sicians suggested by the Commission's plans ~- namely, fee for service ac-~ 
cording to an inelastic unit fee schedule was not regarded as the only 
feasible or desirable method of remuneration. 

It was also pointed out by several groups, especially by the repre- 
sentatives of labor, that the per capita premium which had been Suggested 
by the Commission as part of the financing for any health insurance plan 
would constitute a burden on the low income groups and that straight tax- 
ation would be preferable. 

I shall discuss later the reasons named by the State Medical Society 
and the commercial health insurance companies, for their opposition to any 
kind of compulsory insurance and 1 shall, therefore, only enumerate them 
at this moment. 

Representatives of these bodies stated: 

1) That the demand for insurance had been stimulated by people in- 
terested in health administration and was not a real popular demand. 

2) That moreover, no need for such insurance exists and that any one 
who is in need of medical care can now get it. 

3) That the Commission should limit- itself to plans for more care 
for the indigent (perhaps making it possible for anyone to receive care 
after a means test) and should.leave the rest of the field to the volun- 
tary insurance plans. 

4) In addition to such basic opposition, the above mentioned groups 
stated that we have no experience whatsoever in the administration of com- 
pulsory plans, and that there will be too much abuse by doctors and pati- 
ents as, they declared, has been proven by the administration of the Work- 
men's Compensation Law. 

Every one of these statements had previously been disproved by the 
Commission's own painstaking research. This reference material was avail-~ 


able to all members. of the Commission. Therefore, it seemed only natural 
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to expect that at its next meeting the Commission, after due analysis of 
the opinions and advice of all organizations heard at the special confer~ 
ences, would combine this new knowledge with its own previous conclusions 
and would vote to work out for final recommendation to the Legislature a 
plan based essentially on its own Plan #2, but more comprehensive in scope 
of service and with revised methods of paying the physicians and of rais- 
ing the necessary funds. 

It didn't happen that way. In the interval between the conferences 
and the next Commission meeting, five alternative plans were developed. 
Among these was one comprehensive plan. Nevertheless, at the next meet- 
ing, November lst, 1945, the majority of the Commission members voted a- 
gainst even the discussion of any of these plans and decided not to rec- 
ommend any plan to the Legislature. Thus the Commission completely re- 
versed its position as to the task set for it by the Governor. The results 
of more than one year's research by the Study Staff were discarded. I can 
only conclude that this change of position on the part of the majority of 
Commission members was due to pressures exerted upon them by special in- 
terests; the only apparent pressure was that by the leaders of the State 
Medical Society. At the Commission's private conferences with these lead- 
ers they refused even to consider the actual features of comprehensive 
health insurance. They fought instead what they called "socialized medi~ 
cine.” 

It is hard to see how any one can fail to see the vast distinction 
between socialized medicine and comprehensive health insurance. It has 
become obvious during recent years, when health insurance has been widely 
discussed, that these leaders of the State Medical Society do not truly 
represent the large number of physicians, but only a small group of ob-~ 
structionists. I need only refer to the report on "Principles of a Na- 
tionwide Health Program," (published by the Committee on Research on Medi- 
cal Economics, November 1944) in which leading physicians, together with | 
experts from other fields, declared that "to meet the need (i.e, medical 
eare for all the people) public action is required on a nation-wide scale, 
as well as action by voluntary organizations and by individuals in their 
own behalf." 

What were the so-called factual reasons which caused the majority of 
the Commission to disregard the task which was clearly defined by the Gov- 
ernor and which was originally accepted by the Commission? What was re- 
sponsible for the dismal failure of the Commission in its duty to the peo-~ 


ple of New York State? 
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Some of these "factual" reasons were stated by majority members at 
the meeting November lst, 1945, as follows: 

1) No compulsory plan is necessary because the voluntary plans have 
made great strides’ and should be given a chance for full development. 

2) Any compulsory plan would be too difficult to administer, as we 
have not had experience in this field. 

3) A compulsory plan offering comprehensive service would invite 
too much abuse -~ by the patient if fee for service were the method adopt~- 
ed for payment to the physician, and by the physician if he were paid on 
a@ per capita or a salary basis. 

4) A compulsory plan would deteriorate the quality of medical care, 

5) A compulsory plan offering comprehensive service would be too 
expensive. 

Each of these objections will collapse under the light of experience 
and knowledge if it is disinterestedly interpreted with the welfare of all 
the people in mind. 

1) Voluntary plans have done a good job in the field of hospitaliza- 
tion insurance. They have contributed, and are contributing now, valuable 
experience. They have however made little progress in providing physici- 
ans' services. Less than 500,000 persons in New York State have insurance 
for some physicians' care, whereas approximately four millions have Blue 
Cross or other insurance under voluntary plans. Yet altogether less than 
one in four of our citizens has been reached by these plans at all. 

During the last five years the growth of voluntary insurance in New 
York State has been very rapid, jumping from 13 per cent of the population 
in 1939 to over 20 per cent now. This growth may be due to some extent 
to the war-time rise in income. Even if this rate of growth were to con- 
tinue, however, only approximately 40 ver cent of the people in New York 
State would be covered by 1959. Moreover because of their necessarily 
selective policy and their fixed rates, which are not adjusted to varying 
incomes, voluntary inSurance plans are not well suited for those who need 
care most, namely, the large group of low income people who nevertheless 
would not pass a means test and, therefore, are not and would not be en- 
titled to free medical care, 

‘There are other reasons preventing a more rapid growth of voluntary 
insurance plans. A survey conducted in 1943 by Elmo Roper for Associated 
Hospital Service of New York disclosed that of the people who were ques- 
tioned and were not insured, almost 50 per cent gave as their reason that 


the plan did not include doctors’ bills, while another 20 per cent felt 
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that in general the plan did not offer enough benefits. 

The Commission explored thoroughly the various ways of "materially 
extending" the coverage of voluntary insurance plans, Leaders of the 
major plans themselves suggested, for instance, such expedients as, 1) 
income tax deductions to provide increased coverage; 2) compulsory en~ 
rollment of the relief population; %) mandatory collection of premiums 
by employers at the request of a majority of employees, and 4) legisla- 
tion permitting the issuance of a single policy covering medical and hos~ 
pital insurance. In other words these leaders of voluntary plans call for 
compulsion! 

If the health of the people is the concern of all otf us, it is our 
duty to provide the necessary methods to insure this health now. We have 
no right to wait a long number of years in the hope that perhaps at some 
date in the future this urgent problem may be taken care of. 

2) As far as the principle of compulsory insurance is concerned, we 
do have experience. Although we have not as yet had any experience in the 
actual administration of either statewide or nationwide compulsory health 
insurance in this country, we have a vast reservoir of knowledge and long 
experience to call upon from elsewhere throughout the world. Compulsory 
health insurance 1S established now in over thirty countries, and has been 
steadily expanding. 

In the United States we have had in operation for many years indus- 
trial plans and union plans. In New York State I may mention the success- 
ful plans of the International Ladies‘ Garment Workers Union, Endicott: 
Johnson, Consolidated Edison and similar groups. Recently we have had 
plans initiated by hospitals and medical societies. These plans and oth- 
ers were studied by the Commission. From them valuable knowledge is ob- 
tainable about the problems of voluntary plans and the administration of 
health insurance in general. 

Let me also stress that we had no experience when this state intro- 
duced social security and workmen's compensation legislation, the first 
state in the Union to do so. Is it reasonable to say that we should not 
have adopted such legislation because of a lack of previous experience? 
Would such premises ever make new legislation possible? 

3) It is argued that a compulsory plan would bring with it much 
abuse and that it should therefore be opposed, JI agree that a small pro~ 
portion of both doctors and patients will abuse their rights and privi- 
leges under any plan and that these abuses must be controlled, Some plans 


will offer more opportunities for abuse than others if unwise methods of 
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organization, payment and administration are pursued. In any case there 
must be: 


a) Methods which enable physicians to be responsible for the 
quality of service, with competent medical men in appropriate posi- 
tions to protect both the public interest and the interests of the 
physicians. ; 

b) Methods of organizing service and of paying the physicians 
which maintain professional efficiency. assure adequate compensa- 
tion and promote economy in operation. 

¢) Methods which assure to both patients and physicians the 
right to make complaints, to have them duly heard and redressed, and 
to be protected, through appeal, against incorrect or arbitrary de- 
cisions. Issues wholly medical in nature should be determined by 
medical men. 


The administration must be organized in such a way that local bodies 
and advisory committees, consisting of representatives of the medical pro- 
fession and the public at large, can keep in closest touch with develop- 
ments on the local level and from time to time make necessary adjustments. 
This would provide self-control on the part of doctors and on the part of 
responsible representatives of the "patients", I have confidence in Amer 
ican physicians and I don't believe that many of them will abuse a plan 
which will helo them attain their highest aims ~ the health of our people. 
And I believe that doctors will continue to strive to render a high quali- 
ty of medical care. No profession has higher ethical standards. I am 
convinced that we can count on them to support these standards jealously, 
against offenders within their own ranks or elsewhere. 

4) Offenses committed in the past can mostly be attributed to eco+ 
nomic needs. Physicians like every one else may perform low-quality work 
if under economic pressure. Once a comprehensive health insurance plan 
is in effect people will go to their physician when they need a physician ~ 
physicians will work with less fear of economic distress and there will 
be less temptation to cut ethical corners or to create a livelihood arti- 
ficially. : 

Specific methods to accomplish these aims are spelled out in the 
bill which I have introduced and which is referred to later in this re- 
port. 

5) It is claimed that a comprehensive compulsory plan would be too 
expensive and that the necessary funds could not be raised. Let me first 
consider the cost. The cost of comprehensive care was estimated by the 
Commission's Staff as 315 millions for physicians' services alone. I a- 
gree that such a cost would be practically prohibitive, but I consider 
the Staff estimates were incorrectly made and that they are greatly in 


excess of any reasonable cost, Even the recent revisions which brought 
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the figure down somewhat are very high. 

The Staff estimates were obtained by an academic procedure, All cal~ 
culations were based on the so-called Lee-Jones Study (THE FUNDAMENTALS 
OF MEDICAL CARE, BY DR. ROGER I. LEE AND L. W. JONES ~ 1933). That study 
estimated what would be fully adequate care in each of the chief diseases, 
and then computed the total volume of services required for a given popu- 
lation, allowing for the expectancy of disease, age distribution of the 
population and standards of medical practice. By then fixing a fee for 
each type of visit, test, operation or treatment, the cost of medical ser- 
vices for the average course of each disease was computed. This result 
expresses a wholly theoretical figure. 

The only practical way to deal with cost is first to give careful stu- 
dy to the existing expenditures for physicians services, hospitalization, 
nursing and other forms of medical care. The Commission made such esti- 
mates. For physicians’ services, just before the war, the annual cost was 
estimated as $170,000,000. Under a comprehensive health insurance system, 
Somewhat more services would be demanded of physicians, It is reasonable 
that they should receive larger compensation. An addition of 25 per cent 
would be fair. The Staff estimate of over 300 millions would have meant 
an increase of well over 50 per cent. 

The Staff estimated that 24,000 physicians would be available in New 
York State for participation in a comprehensive plan. I believe this fig- 
ure is excessively high. The Staff made entirely insufficient deductions 
for physicians who have retired, or who fill full-time salaried positions. 
I consider a figure of 20,000 to be nearer the truth. According to De~ 
partment of Commerce figures the average net income of non~salaried physi- 
cians in New York State was $4,680 in 1941. Their average gross income 
must, therefore, have been approximately $7,800 per year. On either of 
the above estimates, however, the income of physicians would be substanti- 
ally increased under health insurance. 

No one maintains that physicians have been over~paid or that they 
should not receive larger incomes under a comprehensive health insurance 
plan, These considerations, however, do not justify the tremendous in- 
crease considered by the Commission, 

While the Commission's Staff allowed for tremendously increased phy- 
sicians incomes it was extremely pessimistic in its estimates of the tax- 
able base on which income payments for a compulsory plan would have to be 
calculated, The taxable income for New York State in 1941 was 10.3 bil- 


lions, The Commission expects only a 10 per cent increase over 1941 in 
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the taxable income of postwar years. While it is impossible to give exact 
estimates at this time [I naintain that such low figures are defeatist and 
that an increase of 25 per cent to 30 per cent is more realistic. 

The above mentioned reasons have led me to believe that it is not on- 
ly possible to develop an effective comprehensive health insurance plan 
for the State, but that it is possible no to provide such a plan and to 
raise through payroll deductions and taxation the funds necessary for its 
operation. I do not believe we would thus burden the industries, the farm- 
ers or the general public of this State. I was confirmed in my convictions, 
not only by a close and objective study of the Commission's reference ma- 
terial, but by the judgment of experts who have given long years of study 
to the problem of health insurance. . 

I have, therefore, introduced into the New York State Legislature on 
January 14, 1946, an Act to amend the public health law, in relation to 
providing for the organization and operation of a comprehensive statewide 
system of health insurance. In doing so I was guided by the principles 
originally expressed by the Commission, namely, that 

1) The need of a medical care program is clearly evidenced, 

2) The health of the people is a matter of public concern, as disa- 
bility in adults impairs the productive capacity and therefore the econom- 
ic development of our country. 

3) The people themselves are willing to pay for their health insur- 
ance, as has been abundantly proven through surveys. 

In this connection it is important to point out that the contention 
by the foes of comprehensive insurance that an enormous financial burden 
would be added and that taxpayers would not be able to carry that burden 
is fallacious. Let me refer to the report of the "Health Program Confer- 
ence." This report states that " the American people are now spending for 
physicians' services and hospitalization enough to provide for all with 
only minor supplementation, if these payments are regularized, instead of 
falling with disastrous uncertainty." To be more exact - and I quote from 
the same source - "American families ordinarily spend directly about 4 per 
cent of their earnings for all kinds of medical services. Of this, the 
expenditures for physicians and for hospital services constitute about 
three-fourths, i.e., about 3 per cent of annual income. The percentages 
are larger among low-income groups." Another source, the U. S. Department 
of Commerce (W.H. Shaw, Survey of Current Business, June 1944) estimates 
4.35 per cent of the total consumer outlay for all forms of medical care. 


The main features of my comprehensive health plan are identical with 
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those of the Wagner-Murray~Dingell Bill and my plan would fit easily into 
the National Health Plan which is being considered and which I fervently 
hope will become law in the near future. | 

My bill provides for, 

1) Comprehensive coverage of the people. 

2) Comprehensive scope of service. 

3) Just and equitable distribution of cost, 

4) Freedom of choice for physicians and patients. 

5) Adequate payment of onyeiei aus and hospitals by methods which are 
easily adaptable to varying conditions. 

6) Continuance, within the framework of the general system, of vol- 
untary plans which provide or organize services and which meet acceptable 
standards. 

7 7) Encouragement of group medical practice with hospitals as profes- 
sional service centers. 

8) A policy determined by both physicians and representatives of the 
consumer. 

9) Local administration of services with over-all standards. 

10) Adaptation to a nation-wide system of health insurance when that 
1s enacted by Congress. 

If the Gommi sion on Medical Care had correctly interpreted its own 
findings - this plan would have the votes of all Commission members. Cer- 
tainly the Commission's own poll has proven that the people of New York 
State regardless of party affiliation want it and will enthusiastically 


Support it. 


February 12, 1946 ¥ Leonard Farbstein 
*James A. Corcoran 


*Senator James A. Corcoran joined the State of New York Commission 
on Medical Care late in 1945, after the resignation of former Senator = 
now comptroller of New York City - Lazarus Joseph. This report was there- 
fore prepared by Assemblyman Leonard Farbstein, a member of the Commission 


from the start, both for Senator Corcoran and himself. 
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MINORITY REPORT NO. 3 


The majority of the Commission hes concluded, after careful deliber- 
ation during a period of fifteen months, that it would be unwise, at this 
time, to recommend to the Legislature any specific plan for medical care 
or hospital insurance financed on a compulsory basis. ; 

A comprehensive program should include hospitalization; care by a 
physician at home, in the office and in the hospital; nursing; diagnostic 
services; and certain forms of dentistry. The cost of such a plan, cov- 
ering every resident of the State, has been variously estimated, It would 
probably amount to at least 500 million dollars a year; this would mean a 
cost of approximately 35 dollars per capita. 

This sum represents too great an expenditure to be imposed upon the 
people of the State through governmental authority until a wider experi- 
ence has been accumulated in the field of medical and hospital insurance, 

There would be serious difficulties in administering compulsory and 
comprehensive medical care to 13 million persons in a manner which would 
avoid abuses and deterioration in the quality of service, Furthermore, 
hospital facilities in the State would have to be greatly increased be- 
fore such a plan could be put into effective operation. It would be nec- 
essary, also, to bring about a redistribution of physicians, nurses and 
dentists. 

Because an experiment on such a large scale and at such great cost - 
did not seem justified, attempts were made to devise a scheme affording 
only partial coverage, It was thought that a plan, limited either in the 
group insured or in the extent of service rendered, might serve as a pi- 
lot test. On analysis, it appeared that no plan, financed on a compulsory 
basis, was acceptable. 

In the course of this study, certain principles have become apparent. 
These are: 

1. Government interference in the practice of medicine should be 
confined to furthering and maintaining high standards of medical service, 

2. Adequate medical care should be made more readily available to 
all residents of the State. 

5. Under any insurance plan, the persons benefited should pay a sub- 
stantial part of the cost and should be aware that they are paying it. 

4, The development and expansion of well administered and medically 
efficient voluntary insurance plans should be encouraged. . 

It is suggested that immediate consideration be given to the follow- 


ing: 
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1. Extension of public health and welfare services. 

2. Development and extension of diagnostic facilities. 

So. State aid for the construction of hospitals. 

4, Financial support from the State for specific medical and public 
health research projects. 

Failure to propose a health insurance plan for the people of the 
State does not mean that the work of the Commission has been without pro- 
fit. It has served to indicate that the time for definitive action, on 
a large scale, has not yet arrived. Any experiment involving one tenth 
of the population of the United States and costing half a billion dollars 
per annum, should be undertaken only when careful planning, based on sound 


premises, affords reasonable assurance of success. 


Robert L. Levy, M. D. 
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MINORITY REPORT NO. 4 


My chief disagreement with the report of the majority of the Commis- 
sion on Medical Care is that the statement does not re-affirm a belief 
that social insurance represents the most practical means in sight for 
financing medical and hospital care for large numbers in the lower income 
groups. 

The possibilities of a social insurance plan for New York State have 
not been given an adequate review in the work of the Commission. The plans 
presented to the Commission were based upon the premise that they must cov- 
er every person in the state. No social insurance plan in the United 
States - workmen's compensation, unemployment compensation, and old age 
and survivors' insurance - has sought universal coverage at the outset. 

Nor has all-inclusiveness been achieved after many years of experience. 

The one exception was a proposed scheme for medical care for all chil- 
dren under eight years of age in the State. This was universal to the ex-~ 
tent of covering all children in the state regardless of economic status. 
This scheme was never elaborated to the Commission beyond a three-page let- 
ter, which was lacking in specific and substantiating details with respect 
to administration, finance, and relationships to existing health and medi- 
cal services to children provided by public health and welfare agencies. 

The problem of paying for and obtaining adequate medical and hospit- 
tal care is today most serious in New York State for families with incomes 
ranging roughly from $1200. to $4000, per annum. In higher brackets of 
income, persons are better able to meet normal medical expenses and, for 
the most part, to finance catastrophic medical and hospital costs, The 
very poor are taken care of in ordinary and emergency medical situations 
through our systems of public medical care and hospitalization. 

It is true that the Commission at an early stage went on record as 
favoring universal coverage in principle. In the plans presented to the 
Commission, however, the achievement of this principle seems to have out- 
weighed practical considerations and to have resulted in proposals which, 
in part, are anti-social in their effect. For example, the plans present- 
ed to the Commission required an annual contribution from persons with 
gross cash income as low as $500. a year, And if there was another depend- 
ent adult in his family - wife, mother, father or child over 18 - a wage- 
earner would be compelled to contribute for him, too. This is bad enough. 
But the plans provided in addition that local units of government should 


pay substantial funds to the state insurance fund, which it was assumed 
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they would be happy to do because they were relieved of having to provide 
free medical and hospital care for the needy! Tne poor would thus not on- 
ly pay for themselves, but the localities would also chip in for the privi- 
lege of no longer having to pay for them. 

The solution of our public medical and hospital care problem is pri- 
marily an economic one. The genius of our best brains in public finance, 
actuarial science, and public administration must be devoted to it. The 
severest indictment that can be made of us, the members of the New York 
State Commission on Medical Care, is that we did not insist that there be 
competent experts in social insurance and public finance on the staff 
serving us. 

That the Commission has failed to develop a plan which it can recom- 
mend to the Legislature is negnetahe, but there is no reason to be a-~ 
shamed. After all, only one governmental insurance plan to cover medical 
care costs exists today in this country and this is limited in scope. We 
have reason to be ashamed only if we stop here, I urge the Legislature 
to find some device by which it may further pursue the project on which 


the Commission on Medical Care has been engaged, 


Robert T, Lansdale 
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CHAIRMAN'S SUPPLEMENTARY REPORT 


As Chairman, I have had an opportunity to review the majority and 
minority reports prior to their submission to the Legislature, After 
reading them I have felt an obligation to comment on certain factual 
statements which I believe to need clarification or correction. I shall 
refrain, however, from comment ine on interpretations made in the other re- 
ports, which are a matter for individual opinion. 

I am sure that all members of the Commission have recognized the dif- 
ficult problems which faced the Director of Study and his staff, and have 
appréciated the excellence of the factual information that has been pro- 
vided. A tremendcus volume of work was imposed by the fact that, in ad- 
‘dition to its researches and investigations, the staff was requested to 
prepare. a great number of plans for consideration. The staff labored un- 
der the handicap that at no time did the Commission settle definitely 
enough on a course of action to permit the staff to make all of the per- 
tinent. researches that it would have desired. As an example, it was nes- 
essary to employ the New York State Workmen's Compensation Fee Schedule 
for illustrative purposes, although if a plan had been adopted in broad 
outline, further refinements with regard to costs and fees might have been 
made in consultation with interested and qualified parties. 

In Minority Report No. 2 it is erroneously stated that the Commission's 
staff estimated that the cost of comprehensive ohysicians' services would 
be $915 million. The actual figures supplied by the staff were: 11 phy- 
sicians' services except eye refractions ~- $258 million; eye refractions | 
(physicians and/or optometrists) ~ $13 million; total - $271 million. The 
method by which the staff estimate of 24,000 practicing physicians was pre- 
pared has been described in detail in Part 2 of the Report, and must be 
considered more authoritative than an opinion that 20,000 is the more like- 
ly number, With regard to taxable income, the staff estimated a 20 per 
cent increase over 1941 for the postwar years rather than the 10 per cent 
mentioned in Minority Report No. 2. | 

In explanation of the statements regarding financing which are made 
in Minority Report No. 4, the plans presented by the staff to the Commis- 
Sion were based upon the guiding principles adopted by the Commission. 

The principle that the persons to be benefited should pay a material part 
of the cost has been re~affirmed in the Majority Report, and should be 
considered as the responsibility of the Commission rather than the staff. 
The advice of qualified persons eminent in the fields of public finance 


and taxation was obtained concerning the revenue principles which had been 
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adopted by the Commission and are presented in the chapter on revenues, 
‘PART 2 of the Report, 

Early in its deliberations the Commission decided that an impartial 
survey of public opinion should be conducted at a time when Specific in- 
formation became available regarding the costs of plans of varying scope. 
Four plans which were similar in respect to benefits and costs to those 
approved by the Commission for discussion with representative groups were 
to have been included in the survey questionnaire. However, the Commis. 
sion's Committee on Public Opinion Surveys, a group of four members, in 
November 1945 decided that public opinion should not be determined ana, 
after the Commission as a whole affirmed its earlier decision that a sur~ 
vey should be made, the Survey Committee eliminated all reference to speci- 
fie plans. 

Attention is directed to PART 3 of this report, wherein the survey 
conducted for the Commission by an independent, impartial research agency 
reveals a majority to favor government-sponsored and operated medical in- 
surance, Apart from the survey, there is presented herewith a memorandum 
received by me from Surveys Incorporated, the contents of which I believe 


should be brought to the attention of the Legislature. 


Basil C, MacLean, M. D. 
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MEASUREMENT OF ATTITUDES OF NEW YORK STATE PUBLIC OPINION TOWARD 
CERTAIN SPECIFIC PLANS FOR DOCTOR AND HOSPITAL INSURANCE 


A Memorandum to Dr. Basil MacLean, Chairman of Commission on Medical Care, 


from SURVEYS INCORPORATED, New York & Washington, February 1946. 


Preface 

As you will remember, the pre-testing of the public opinion survey 
for the New York State Commission on Medical Care included the ascertain- 
ment of the respondents’ reactions, pra and con, to four various plans for 
doctor and hospital insurance. We received the descriptions of these plans 
from the Commission's staff, The final draft of the survey questionnaire, 
cleared with the consultants and advisers, contained that measurement of 
attitudes toward Specific plans. 

~ Just two days before the field work began, the measurement of atti- 
tudes toward those specific plans was dropped from the questionnaire to 
be used in behalf of the Commission. Upon careful consideration of the 
opinion research values which would be lost by the omission of such speci- 
fics and recognizing that their inclusion would not affect the questions 
in behalf of the Commission, it was determined that Surveys Incorporated 
would, on its own and without expense to the Commission, add those speci- 
fics for the respondents’ opinions and would make this additional informa- 
tion available to you. 

In accordance with customary practice, the client of Surveys Incor- 
porated was not identified by the questionnaire in behalf of the Commis- 
sion nor was it known even to the interviewers. Similarly, the addition- 
al questions were not identified with any client whatsoever. 

We believe the findings regarding the specific plans will be of some 
value to your research on this subject. You are welcome to include these 


findings in any report you may make. 


In each interview the field reporter read the explanation of "four 
various plans for doctor and hospital insurance which have been suggested 
for people who live in New York State." Then the respondent was asked to 
read the description of Plan One and was asked two questions concerning 
that plan. After this, the description of Plan Two was read, the two 
questions asked with respect to that plan, and similarly in the cases of 
Plans Three and Four. 


68.8 per cent are willing to pay the amount listed for their family's 


income for Plan One, which would provide: 


eT 


Visiting nurse service in the home for everybody. 
X-rays and laboratory tests and services for everybody. 


Care of the teeth of children under 8 years old. 

All doctor's services for children under 0 years old 

(including operations), whether at home, at the doctor's 

office, or in the hospital 
2h.8 per cent are not willing to pay the listed amount for that plan. If 
they were voting "in a State election, on whether or not this Plan One 
should be put into effect in this State," 53.7 per cent would vote for - 
it and 25.4 per cent would vote against it. 


60.3 per cent are willing to pay the amount listed for their family's 
income for Plan Two, which would provide all the services provided by Plan 
One and also: 


Payment for all hospital expenses of everybody, for as 
long as hospital care is needed in each case - with the 
exception of tuberculosis and mental disease. 


31.5 per cent are not willing to pay the listed amount for that plan. If 
voting on this plan alone in a State election, 55.2 per cent would vote 


for it and 31.1 per cent would vote against it. 


49.5 per cent are willing to pay the amount listed for their family's 
income for Plan Three, which would provide all the services provided by 
Plans One and Two and also: 


Payment of all doctor's bills for having a baby, in- 
cluding care both before and after the baby is born - 
at home, at the doctor’s office, or in the hospital. 


Payment of bills for surgical services and operations 
for everybody, including surgical care before and 
after operations - at home, at the doctor's office, 
or in the hospital. 


41.0 per cent are not willing to pay the listed amount for that plan. If 
voting on this plan alone in a State election, 47.0 per cent would vote 
for it, 37.3 per cent would vote against it, and 15.5 per cent are unde- 
cided. | 


36.7 per cent are willing to pay the amount listed for their fam- 
ily's income for Plan Four, which would provide all the services provided 
by Plans One, Two and Three and also: 


Payment of all doctor's bills for everybody: for all 
kinds of doctor's services, including operations - 
at home, at the doctor's office, or in the hospital. 


52.8 per cent are not willing to pay the listed amount for that plan. If 


voting on this plan alone in a State election, 37.7 per cent would vote 


for it, 45.9 per cent would vote against it, and 15.2 per cent are undecided. — 
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Those who were opposed or undecided on all plans totaled 17.5 per cent 
of all respondents. When asked their main reasons for their opposition, 
56.5 per cent of them are "against government control," 24.4 per cent de- 
clare the plans "too expensive," 12.7 per cent do not know, and the bal- 


ance is distributed among a dozen other reasons, 


When asked, "If one of these four plans were put into effect in this 
State, which one of them would you prefer?" almost all of those who were 
opposed or undecided on all plans remained undecided or expressed no opin- 
ion. Of those who had favored more than a single plan, the greatest num- 
ber gave their support to Plan Four when asked which one plan they would 


prefer. 


Descriptions of the plans, and the answers to each question, follow: 
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EXPLANATION CARD 


I'd like to ask you some questions about four plans for doctor and 
hospital insurance, which have been suggested for people who live in New 
York State. As you will see, each plan is different and would cost dif~ 
ferent amounts. The purpose of each plan is to provide to people who live 
in New York State insurance which will pay for doctor and hospital bills. 
Under each of the plans, everybody who lives in New York State would be 
covered by the insurance. They would be compelled by law to make their 
own payments to the State Government for it. The payments for the insur- 
ance would depend on the amount of each family's income. The more the 
family income is, the more the insurance would cost. Every family would 
choose its own doctor and hospital. People who already belong to doctor 
and hospital insurance plans (or to company and union plans) could still 
stay in them. Anybody who wants to join these other plans could still do 
so, The money these people and their employers pay to private plans would 
be deducted from the payments they would have to make to the State. Now, 


please read Plan One carefully. 


PLAN ONE would provide: 


PLAN ONE CARD 


Visiting nurse service in the home for everybody. 


X-rays and laboratory tests and services for everybody. 


Care of the teeth of children under 8 years old. 
All doctor's services for children under 8 years old (including 


operations), whether at home, at the doctor's office, or in the 


hospital. 


LIST OF 


IF YOUR FAMILY INCOME IS: 


About $10 


$20 
440 
$60 
$75 
$100 
4150 
$200 
$4.00 


a week 


it 


A 


Ww 


re ee 


about $500 
" $1,000 
$2. 000 
" $3,000 
t $4,000 
" $5,000 
t $8, 000 
"$10,000 
"$20,000 


PAYMENTS UNDER PLAN ONE 


THEN YOUR FAMILY'S INSURANCE PAYMENTS 
WOULD BE AT THE RATE OF (See Note be~ 
low regarding single persons): 


a year) 


) 
) 
) 
) 
a ee 
) 
) 
) 


rt tt 


None 

None 

None 

None 

About $1.25 
ie Pe 8) 

, $6.25 

oa $8.75 

" $21.25 


a month 


si Ww 


For single persons, there would be no payments for those in the 


two lowest income groups listed above. In most 


of the other in- 


come groups, a Single person would pay about $2 more a month than 


a family. 


Question: On the list of payments, please find the amount you would pay 
- under this Plan One, according to your family's present income. (Pause) 


For this plan, would you be willing to pay the amount listed for your fam- 


ily's income? 


Resp onse: 
es ot VOB eb css vcvec gd venmeeekens leas Der COms 
e Rovsiescrnercnremnnere te 
Don't BBOW. as cswawie yt ee sees 6.4 
No. inf Orme tl ON oc: viiiee sae ea 0.0 
Total 100.0 


Plan One should be put into effect in this State, would you vote for it Otis 


against it? 


Resp onse: 
: BORGES «so bv civead b eee yas: OR peL Sone 
a Agni nee Sct. ceeueee ee ank Oye 
oe Undesthed’ ecu si secs sto daa CIO 
‘ No inf Ovations ba voce ee a 
Total | 100.0 


*Less than 0.1 per cent. 


32 


PLAN TWO CARD 


PLAN TWO would provide: 


etn the services provided by Plan One, and also: 
Payment for all hospital expenses of everybody, for as long as hos-~ 
pital care is needed in each case - with the exception of tubercu- 


losis and mental disease. 


LIST OF PAYMENTS UNDER PLAN TWO 


a 


T¥ YOUR FAMILY INCOME IS: THEN YOUR FAMILY'S INSURANCE PAYMENTS 
WOULD BE AT THE RATE OF (See Note be- 
low regarding single persons): 


About $10 a week (apout $500 a year) About $1.00 a month 
i ig P86 oa Lo A OR By 7) 1 eget" 
i rahaQuay Aine (47 aRayOQ0I, ts) Bo 88.40 Bl cod 
Ne, OO oh el ER AO ist 4) 845 $5002 oie 
nag75" 48 { "$4,000 >) mn $4.75" 0 
Oo an a OOo no; 26,00 *"  ¢ 
Wie * otis eee oR0 | tt.) ti eoo.8" 8 
© 200 a eC. uO pOd0. 4. tt, ) ($18.00. "% * 
men RB O00 BR.) Vio @Pagpo *  * 


Note: For single persons, the payment would be about 60¢ less than listed 
above = but in no case would a single person's payments be lower 


than 60¢ a month. 


rod) 


ATTITUDES ON PLAN TWO 


Question: On the list of payments, please find the amount you would pay 
under this Plan Two, according to your family's present income. (Pause) 
For this plan, would you be willing to pay the amount listed for your fam- 
ily's income? 


Response: 
SOR Chk caenns Sen soee .G60,3 per cent 
BOK s+ <a «wa 4 a cvseccesusionwy oShew 
DOGTT Enow, i 6. Seceecuees rr 8.2 
No" informetiones. vs. csccs ee a 0.0 
Total 100.0 


Question: If you were voting, in a State election, on whether or not this 
Plan Two (alone) should be put into effect in this State, would you vote 


for it or against it? 


Response: 
PO re vets esos Saree Pree 55.2 per cent 
AMBINBCE EE SiS oss Cea So Stvi 
UnGeC i GOG Ay sys cb eae ees 13.6 
No: informations. ...... . . Oe 1 


Total 100.0 


PLAN THREE CARD 


PLAN THREE would provide: 


All the services provided by Plans One and Two and also: 

Payment of all doctor's bills for having a baby, including care both 
before and after the baby is born - at home, at the doctor's office, 
or in hospital. Payment of bills for surgical services and opera- 
tions for everybody, including surgical care before and after opera- 


tions - at home, at the doctor's office, or in the hospital. 


LIST OF PAYMENTS UNDER PLAN THREE 


IF YOUR FAMILY INCOME IS: THEN YOUR FAMILY'S INSURANCE PAYMENTS 
WOULD BE AT THE RATE OF (See Note be- 
low regarding single persons): 


About $10 a week 


(about $500 a year) About $1.25 a month 
Cue ee eo eS TS RGe* oe 
tC eee Re OG eB) .. ge * 
" ae a Ge BS O00) » $5.20" <8 
AOE Fale ees Gite sp en : $6.90" 
Reed Mae 4 Bees i rs 4 es 65 3. 8 
Pe BO A Be Hs 852+) cane, 5h eels 
n $600 "© { S$iovo0G." -*..) fe gitieg *  * 
Ae OO (eae obo et.) * OGRE: * 


Note: For single persons, the payment would be about 60¢ less than list- 
ed above - but in no case would a single person's payments be low- 


er than 60¢ a month. 
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ATTITUDES ON PLAN THREE 


Question: On the list of payments, please find the amount you would pay 
under this Plan Three, according to your family's present income. (Pause) 
For this plan, would you be willing to pay the amount listed for your fam~ 
ily’s income? 


Response: 
TOO S SV ec ceseceedseegesseeene) aaee per ueue 
BOOP Ra ee ee 
pont. know... a Gcedsnaeame 9.4 
No information......cccccoes < 
Total | 100.0 


*Less than 0.1 per cent. 


Question: If you were voting, in a State election, on whether or not this 
Plan Three (alone) should be put into effect in the State, would you vote 


for it or against it? 


Resp onse: 
BOP oe b ceva tw eee es hive ven toy eee Bor Cone 
BEGINBCL edhe erie io Fl wat Oh 
Undetigedssisic verrere’s caer teeD 
No. informal tony isda oui * « Pig 


Total 100,0 


*Less than 0.1 per cent. 


56 
PLAN FOUR_CARD 


PLAN FOUR would provide: 


All the services provided by Plans One, Two and Three, and also: 
Payment of all doctor's bills for everybody; for all kinds of doc- 
tors services, including operations ~ at home, at the doctor's of- 


fice, or in the hospital. 


‘LIST OF PAYMENTS UNDER PLAN FOUR 


een re ers 


IF YCUR FAMILY INCOME IS: THEN YOUR FAMILY'S INSURANCE PAYMENTS 
“F WOULD BE AT THE RATE OF (See Note be-~ 
low regarding single persons): 


About $10 a week (about $500 a year) About $1.45 a month 
ft $20 vw rt s ( rt $1 é O00 " "f ) tt $2 .90 tt 
4? $4.0 " tT ( v $2 : O00 * ‘7 ) 't $5 .80 t 
3 $60 tt rt ( tt $3 ; O00 " rv ) 1 $8 .70 * *f 
' $75 1Y 17 ( ' $4, 000 " tt ) tt $11 .60 " 't 
f $100 v nt ( Y $5, O00 * t ) Y $14. 50 " 1 
” $150 tt t ( rt $3 2 000 " tt ) tt $23 35-8 ? 
tt $200 ‘ ‘v ( tf $10 ‘ 000 " # ) 1 $28 695" tt 
? $400 " tv ( f $20 y ooo * tt ) tt $57 ;90 7 ‘rt 


Note: For single persons, the payment would be about 60¢ less than list- 
ed above ~ but in no case would a single person's payments be low- 


er than 60¢ a month, 
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ATTITUDES ON PLAN FOUR 


Question: 


under this Plan Four, according to your family's present income. 


On the list of payments, please find the amount you would pay 


(Pause) 


For this plan, would you be willing to pay the amount listed for your fam- 


ily's income? 


Response: 
BOR 6.630 0004408 1h eee 
Peer eos ¥eva ree ER ° 
won't, KNOW... ssid os eens ee 
No information....... Pre Po 
Total 
Question: 


36.7 per cent 
52.8 
10.4 


If you were voting, in a State election, on whether or not this 


Plan Four(alone) should be put into effect in this State, would you vote 


for it or against it? 


Response: 


MORI ORE ua 65 26 8s ERR Chas 


Undecided So 64 2-0 8.8 2B? 8 8.8 'S 


Total 


o7..7 per cent 
46.9 
15.2 


CHOICE OF ALTERNATIVE PLANS 


(Do not ask this if one plan (just one plan) has been favored in the 


previous questions. Ask all others, including those opposing or undecided 


on all plans. Show ALL four plan cards together). 


Question: If one of these four plans were put into effect in this State, 


which one of them would you prefer? 


Response: 
Those who had favored 
more than a single 
plan (62.6 per cent ) 

Plan One : cy ae 

Plan Two 15.4 

Plan Three io. 

Plan Four 25,7 

Undecided and 

no opinion Me ie 


Those who were opposed 
or undecided on all 


plans (18.6 per cent*) 
0.6 


0.4 
0.3 
1.0 


16.5 


*Note: Includes 1.1 per cent who resisted classification as opposing 


all plans. 
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REASONS FOR OPPOSITION 


(Ask only if no plan has been favored in answers to questions relating to 


specifications. The preceding question is not concerned here. ) 


Question: What are your main reasons for opposing all the plans presented? 


Response: 


The plans are too expensive....... , dvete hho ene See Ber cent 
I am against government control....cccccccesve Dood 


I don't believe in TOM ois wo 0:0b ee ate oa 6.0 


I would not benefit from them...... Terre a eee 4.3 
My present insurance is adequate.....ccesees “ee 5.2 
The quality of medical care would suffer...... Bs.7 
Everyone should be self-reliant........... » ote 4.5 
Bee DOMGONG. kick ine) Pons w as aes paiechowe 0 8 covece 5.4 
Don't know..... ewe ews pa-aitew bieemen’y vinie wen eee! es 
“100.0% 


*100 per cent equals 17.5 per cent of respondents, i.e. those who did not 


favor any plan. 


+e a, 


ae 


Mee ee is 
a "i * +s % : z 4 < t ho 


PART 2 
MEDICAL CARE AND MEDICAL INSURANCE - STUDIES CONDUCTED FOR THE COMMISSION 
BY THE DIRECTOR OF STUDY 


INTRODUCTION 


From earliest times New York State has been among the foremost States 
in providing for health and welfare, and has adopted many progressive meas~ 
ures to protect community health and to afford a degree of security against 
the financial vicissitudes of old age, unemployment and similar personal 
misfortunes. 

In the health field, the virtual conquest of the communicable diseas- 
es controllable by sanitation and other methods applicable to the communi- 
ty as a whole has focussed attention on the health and medical services re- 
quired by individuals as such. Medical science has discovered many new 
and valuable methods for the prevention, care and mitigation of disease, 
and these have been accompanied by a progressive increase in the cost of 
medical care. 

Because the need for and cost of medical services for individuals of- 
ten fall heavily and unpredictably, persons and families of average or 
above-average means have not infrequently found themselves seriously in- 
convenienced by unexpected medical expenses. However, the application of 
the “magic of averages" through insurance has provided many of them with 
a means of protection against the uneven financial impact of certain medi- 
cal expenses. The great popularity of hospitalization insurance plans 
clearly indicates the desire and need for this type of protection. 

At the same time, many self-supporting persons and families of below- 
average means have found that they must often go without necessary medical 
care unless they choose to seek public or private charitable assistance. 
The fact that the Legislature had defined a need for more adequate medical 
eare for this group despite a growth in public medical services prompted 
the Commission to study such public services. The added fact that the pri- 
vate purchase of hospitalization insurance has increased markedly, although 
it is relatively more easy to obtain hospitalization than to obtain other 
types of medical care at public expense, suggested that, within the limits 
of their financial ability, people prefer privately-purchased over publicly- 
provided medical care, Accordingly, medical and hospitalization insurance 
were studied with a view to the possibility of enabling persons of less~ 
than-average financial means to purchase such insurance, 


The studies conducted for the Commission have therefore dealt with the 
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costs and patterns of private and public medical care as they exist to, 
day, and with the principles and details of voluntary and compulsory medi- 
cal insurance. The data presented are of a practical nature and relate 
chiefly to New York State, limitations imposed by time and other factors 
having made it impossible to cover all phases of the enormous subject of 
medical care. The critical analyses dnd interpretations which are insep- 
arable from an adequate presentation of data have been made as objective 
as is possible. It is hoped that, within the limitations indicated, the 
data presented in this part of the report will prove of assistance to 
those who may wish to propose definite action in the field of public medi- 


cal care or medical insurance. 
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CHAPTER I 
THE COMMISSION ON MEDICAL CARE 


! 
Creation of the Commission and Definition of Its Scope 


In his annual message to the Legislature in 1944, Governor Thomas E, 
Dewey stated: 


Medical care for persons who cannot provide it for themselves 
and their families continues to be one of the chief areas of unmet 
human need. This calls for cooperative action on the part of public 
administrators and private physicians to bring about a high order of 
medical care for the needy sick by the judicious use of tax funds 
and medical facilities, Our own State-sponsored program of public 
medical care, operating through local welfare departments, has made 
great strides in this direction. 

New York State's medical care program comprises a partnership 
of government and the medical profession, functioning cooperatively 
in the interest of public health and welfare, without endangering 
medical standards, threatening the professional interest of the prac- 
titioner or the financial capacity of our people. 

‘The program is not a solution for all the weaknesses, flaws and 
defects of public and private medical services. .It does have within 
it the elements of a pattern of adequate care, acceptable to the med- 
ical profession and local communities with benefit to the patient, 
the doctor, the community and the taxpayer. 

I have spent many hours in the past year, conferring with lead- 
ers in the field of medical care, searching for the solution which 
will broaden the availability of medicine and hospitals and at the 
same time will preserve the integrity and freedom of the medical pro- 
fession. I believe the problem can and must be solved. There is 
strong will to meet the needs of our people. There is an equally 
great need. The two must be brought together. 

In the field of medical care, I believe the State has an essen- 
tial function. That we may soundly and promptly meet the need, I 
respecfully recommend the creation of a commission to propose a pro- 
gram at your next session. 


In enacting Chapter 387 of the Laws of 1944 creating the Commission, 
the Legislature declared that: 


eoee-the health of the inhabitants of the state is a matter of state 
concern; that medical care for persons who cannot provide it for 
themselves and their families continues to be one of the chief areas 
of unmet need; that this calls for cooperative action on the part of 
public administrators and private physicians to bring about a high 
order of medical care for the needy sick by the judicious use of tax 
funds and medical facilities; and that studies, surveys and investi-~ 
gations to that end and the formulation of legislative proposals 
thereon are in the public interest. 


The Commission was to consist of two Senators, two Assemblymen, four 
physicians, two laymen, one hospital administrator, one bedside registered 
nurse, One hospital nurse, one public health nurse, and the Commissioners 
of Health, Social Welfare and Mental Hygiene, ex-officio. A report was to 
be made to the Legislature on or before February 15, 1945, including draft 
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legislation necessary to carry its recommendations into effect. 

One of the first concerns of the persons originally appointed to the 
Commission was its scope, the term "needy sick" being considered suscepti- 
ple of more bien one interpretation. On September 5, 1944, in announcing 
the appointment of -members of the Commission, Governor Dewey had said: 


The purposes of the Commission are to make necessary studies, 
in order to devise programs for medical care for persons for all 
groups and classes in the State of New York. 


However, some of the appointees thought that the term "medically needy" 
as employed in the Governor's message and Chapter 387 might be construed 
as limiting the scope of the Commission's interest to persons in receipt 
of or eligible for public assistance, and the Chairman requested guidance 
from the Governor who on September 30, 1944, replied through his Counsel, 
Charles D. Breitel, that "the people he (the Governor) had in mind were 
the middle classes who are not receiving adequate care and that he was 
not limiting his interest to the indigent sick." With the assurance that 
its scope embraced the medical needs of the people of the State as a 


whole, the Commission met on October 25, 1944, and entered upon its duties. 


' Membership of the Commission 

A study staff was selected early in November of 1944, and the Commis- 
sion at once began its studies and deliberations, but because the time — 
remaining before its report to the Legislature was due was obviously too 
short to do justice to so enormously complex a problem as medical care, 
the Legislature early in 1945 enacted Chapter 5 of the Laws of 1945 con- 
tinuing the Commission for another year and adding to its membership. The 
addition consisted of two physicians, and seems to have been made in re- 
sponse to protests of the Medical Society of the State of New York that 
physicians were inadequately represented. The membership of the Commis- 
sion follows: 


Basil C. MacLean, M. D., Rochester; Chairman. Hospital administrator 
member, Director, Strong Memorial Hospital; Past-President, American Hos- 
pital Association; former Vice-President, New York State.Hospital Associ- 
ation; Professor of Hospital Administration, University of Rochester; Con- 
sultant to Secretary, U. S. Navy; member, Advisory Board on Health Servi- 
ces, American Red Cross, and Chairman of Division of Hospital Administra- 
tion; member, Presidential Committee on Government Medical Service; Lt.- 
Colonel, M.C., A.U.S., inactive; Consultant, United States Public Health 
Service; Consultant, Children's Bureau, U.S. Department of Labor. 

Hon. Lee B. Mailler, Cornwall; Vice Chairman. Assembly member. 
Superintendent, The Cornwall Hospital; member of Assembly, 1934-45; Chair- 
man, New York State Health Preparedness Commission; Vice-President, New 
York State Hospital Association; Chief of Emergency Medical Service, New 
York State; member of Moreland Commission, 1943-44; advisor to Joint Hos-, 
pital Board, New York State Post-War Public Works Planning Commission; 
special consultant, U. S. Public Health Service. 
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ne Rev. Jolin J. slinetiem: New York. Lay member. Director, Division 
of Health, Catholic Charities of the Archdiocese of New York; Past-Presi-_ 
dent, New York State Hospital Association; former Vice-President, American 
Hospital Association; Vice-President, Catholic Hospital Association; Vice- 
Nt sci Hospital Coinait of Greater New York; trustee, United Hospital 

nd 

Harold R. Brown, M, D., Buffalo. Physician member. 1/ Practicing 
physician; Past-President, Erie County Medical Scciety; trustee, Western 
New York Medical Plan, Tne: 3 trustee, Hospital Service Goridvatvon of 
Western New York, Inc, ; Associate in "Medicine, part-time, University of 
Buffalo. 

Lucien Brown, M., D., New York. Physician member. Practicing physi- 
Cian; attending Physician, Sydenham Hospital; Vice-Chairman, Greater New 
York Urban League; member, City-Wide Citizens' Committee on Harlem. 

Hon. James A. Corcoran, New York (Kings). Senate member.2/ Real 
estate broker; member of State Assembly 1940-43; member of » Senate, 1943- 
46; member, Senate Public Health Committee. 

‘Andrew A, Egeston, M. D., Mount Vernon. 1/ Physician member. Prac- 
ticing physician; Director of Mount Vernon Hospital Laboratory; Director 
of Laboratories, Manhattan Eye, Ear and Throat Hospital; Past~President, 
Westchester County Medical Society; member, Board of Directors, Group 
Health Cooperative, 1943-45, 

Hon. Leonard Farbstein, New York (Manhattan). Assembly member, At- 
torney; member of Assembly, 1933-46. 

nes Gelinas, KR. N., New York and Saratoga Springs. Hospital nurse, 
Chairman, Skidmore Poi tence Department of Nursing, New York Post-Graduate 
Medical School and Hospital; member, National Nursing Planning Committee; 
member, State Nursing Council for War Service; member, Nurse Advisory 
Council, New York State Department of Education. 

Edward 5. Godfrey, Jr., M. D. Ex-officio member, State Commissioner 
of Health; Past-President, American Public Health Association; member, 
Joint Hospital Board of New York State Post-War Publie Works Planning Com- 
mission; member, Committee on Medicine and the Changing Order, New York 
Academy of Medicine. 

Ruth Hall, kK. N., Buffalo. Bedside nurse member. Past-President, 
New York State Nurses Association; director, American Nurses Association; 
Secretary, American Journal of Nursing; member, State Nursing Council for 
War Service; Chairman, New York State Procurement and Assignment Service 
for Nurses. | 

Hon, Frederic E. Hammer, New York (Queens). 3/ Senate member. At- 
torney; member of Senate, 1945-46; Chairman, senate Public Health Commit- 
tee; Director, Rockaways Chamber of Commerce; member, Federal Bar Associ- 
ation of New York, New Jersey and Connecticut. 

Robert T. Latelits Fe Ex-officio member, State Vommissioner of Social 
Welfare; member, New York State Health Preparedness Commission; member, 
Special Committee on Social Welfare and Relief, New York State Joint Leg- 
islative Committee on Interstate Cooperation; Chairman, Joint Hospital 
Board of New York State Post-War Public Works Planning Commission. 

Robert L. Levy, M. D., New York. Physician member. Precticing phy- 
sician; Professor of Clinical Medicine, Cclumbia University; Director, 
Department of Cardiology and Associate Physician, Presbyterian Hospital; 
member, Subcommittee on Cardiovascular Diseases, National Research Coun- 


se Ge 


1/ Appointed June 1945. ; 


2/ Appointed January 1946 to succeed Senator Lazarus Joseph. 
3/ Appointed January 1945 to succeed Senator Lester Baum. 
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Frederick MacCurdy, M. D. Ex-officio member, State Commissioner o? 


Mental Hygiene; Past-President, New York State Hospital Association; for- 
mer Director of Presbyterian Hospital; member, Joint Hospital Board of 
New York State Post-War Public Works Planning Commission. 


George M, MacKenzie, M. D.,Cooperstown. Physician member. Practic~ 
ing physician; Physician-in-Chief, Mary Imogene Bassett Hospital; Past- 


President, Sixth District Branch, Medical Society of the State of New 
York; formerly Associate Professor of Medicine, Columbia University; mem- 
per, New York State Board of Medical Examiners; Past-President, New York 
State Association of Public Health Laboratories. 


Marion Sheahan, KR, N,, Albany. Public health nurse member. Direc- 


tor, Division of Public Health Nursing, State Department of Health; Presi- 
dent, National Organization for Public Health Nursing; Vice-President, 
American Public Health Association; member, Advisory Committee on Health 
and Medical Services, American Red Cross. 


Herman G, Weiskotten, M. D., Syracuse. Physician member. Dean, Syr- 
acusé University College of Medicine; member, Council on Medical Education 


and Hospitals, American Medical Association; member, New York State Public 
Health Council; author of "Medical Education in the United States" and 
"Medical Care of the Discharged Hospital Patient.” 


Garrard Winston, New York. Lay member. Attorney; Undersecretary, 


U, S, Treasury, 1923-27; Treasurer, Roosevelt Hospital; President, New 
York Trade School. . 

The membership of the Commission has. not included a dentist. The 
omission is no doubt attributable to the fact that when the Commission 
was established, and in the early months of its active existence, dental 
care as a part of a State medical program was not contemplated. As the 
work of the Commission progressed, the need for including at least limited 
amounts of dental care in a general medical program became apparent and 
the omission of a dentist from membership was to some extent rectified by 
the appointment by the Chairman of an official advisory committee of five 
dentists. 

The statutory composition of the Commission would characterize it as 
a technical body whose function it was to make objective studies and rec- 
ommendations. It was clearly designed to represent the interests of the 
people of the State as a whole, inasmuch as no attempt was made to provide 
proportional representation of different social, economic and occupational 
groups which might hold different or even conflicting views on the vital 
problem of medica] care, With the exception of the physicians last ap- 
pointed, who were understood to have represented the Medical Society of 
the State of New York, the Commission has represented the people of the 


State rather than any special interest. 


“Relationship to State Health Preparedness Commission 
“As provided by Chapter 387 of the Laws of 1944, the Commission on 


Medical Care has cooperated with the State Health Preparedness Commission 


* 
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created by Chapter 682 of the Laws of 1938 (formerly known as the New York 
State Temporary Commission to Formulate a Long Range Health Program), op~ 
portunity for the exchange of information being afforded by Assemblyman 
Mailler serving as Chairman of the Health Preparedness Commission and as 
Vice-Chairman of the Commission on Medical Care. By agreement of the re- 
spective Commissions, the Health Preparedness Commission was to limit its 
primary interests to the coordination of existing governmental functions 
concerned with health and medical care, to the determination of natural 
regions of the State in respect to suitability for development or integra-~ 
tion of facilities therein to the end that each region would contain the 
services and facilities necessary for a comprehensive health program, and 
to a study of the needs and facilities for care of the chronically ill. 
The Commission on Medical Care was to limit its primary interests to a de- 
termination of the volume, cost and adequacy of medical services available 
to the people of the State, the extent to which such services needed to be 
revised, supplemented or supplanted to provide a high order of medical care, 


and the means whereby needs should be met. 


} 


Relationship to Other State encies 

The membership of the State Commissioners of Health, Mental Hygiene 
and Social Welfare on the Commission hae insured that their respective de- 
partments have been fully apprised of the Commission's activities. In ad- 
dition, the Health Preparedness Commission, the Joint Legislative Commit - 
tee on Interstate Cooperation, the Joint Legislative Committee on Indus- 
trial and Labor Conditions, the Commission on Municipal Revenues and the 
Reduction of Real Estate Taxes, the Joint Hospital Advisory Board of the 
State Post-War Public Works PlanningCommission, the State Department of 
Labor, and the State Department of Taxation and Finance, all of which have 
been engaged in activities touching upon the development or financing of 
medical services, were notified of the work of this Commission and its con- 


sideration of various plans for medical care. 


Objectives 
The protection and promotion of the health of the inhabitants of 
the state are matters of public concern and provision therefor shall 
be made by the state and by such of its subdivisions and in such man- 
ner, and by such means as the legislature shall from time to time de- 
termine. Constitution of the State of New York, Article XVII. 


This obligation of the State is or may be discharged by: 


1. Determination of the health status and health needs of the people, 
and the extent to which these needs are being met by measures cur- 
rently available. 


ie 


Protection of health through safeguarding the individual from 
health menaces in his environment which are beyond his individ- 
ual control, through education of the individual in health pro- 
tection, and through research in improved methods of disease and 
accident prevention. 


Restoration of health through professional education and licen- 
sure of personnel and institutions to assure high standards of 
care, through provision of actual medical, dental, nursing and 
hospital care for those individuals unable to obtain it through 
their own resources, through making it possible for greater num- 
bers of persons to obtain care through their own resources by 
means of insurance against the financial hazards of sickness, 
and through research in improved methods of diagnosis and treat- 
ment of disease. 


The general objective of the Commission has been to make it possible 


for residents of the State to provide for themselves that measure of med- 


ical care which is adequate in quality and quantity to ensure a fit and 


health citizenry. In the past a distinction has often been made between 


protective measures designed to safeguard the individual or community a- 


gainst being subject to the risk of disease, and restorative measures 


entailing the cure or palliation of disease that has already occurred, 


While this distinction remains valid in some instances, it has been in- 


creasingly apparent in recent years that often there is no sharp dividing 


line; in fact, protection against a communicable disease such as tuber- 


culosis may depend very largely upon the application of restorative meas- 


ures to human sources of infection. Therefore, the studies of the Com- 


mission, although concerned primarily with measures for the restoration 


of health, on occasion have of necessity touched upon the activities of 


established State agencies engaged in the field of health protection. 


The specific objectives of the Commission, which have been limited 


to health measures of the type applicable to individuels, and which have 


excluded public sanitation and mass.methods ror the prevention and con- 


trol of disease, were: 


Ls 


Determination of the volume and cost of care furnished by phy- 
sicians, dentists, nurses, hospitals, clinics and dispensaries, 
pursuant to law and through individual and other non-official 
arrangements. . 


Determination of the extent to which existing plans insure in- 
dividuals against the costs of sickness, pursuant to law and 
through individual and other non-official arrangements, 


Determination of the adequacy of existing preventive and diag- 
nostic services. 


Consideration of the extent to which, and by what means, exist~ 
ing facilities and services need to be revised, supplemented or 
supplanted to provide a high order of care for the people of 
the State, ‘ 
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ra 


5. Suggestion of means whereby the general quality of care might be 
improved. 


6. Consideration of means whereby a reduction in the cost of care 
might be effected through expansion of existing preventive and 
diagnostic services, through development of new preventive and 
diagnostic services, and through improved administrative methods. 


7, Formulation of legislative proposals to accomplish these objec~ 
tives and put into effect recommendations arising therefrom, 


Methods of Study 


In addition to its own studies and investigations the Commission has 
utilized data which were available through State and other agencies, and 
has on the whole enjoyed excellent cooperation. Special mention is due 
the State Departments of Health, of Social Welfare, and of Taxation and 
Finance, the Departments of Health and of Hospitals of the City of New 
York, and the Blue Cross hospitalization insurance plans, which contribu- 
ted largely to studies originated by the study staff of the Commission. 

At all stages, experts in the various fields covered by the inquiries 
have been frequently consulted, Also, a series of conferences on tenta- 
tive plans for medical insurance were held in September and October 1945, 
at which time representarives of medicine, dentistry, nursing, hospitals, 
labor, industry, commerce, agriculture, philanthropy, insurance companies 
and medical and hospital care plans were invited to express their views 
for the instruction and guidance of the Commission. The tentative plans 
for medical insurance which served as a basis of discussion for the con- 
ferences were also distributed to civic and professional groups and to 
Federal and State agencies who had requested an opportunity to study them, — 

In addition to being consulted through the organized groups just men- 
tioned, the attitude of the general public toward medical insurance was 
determined by the survey of public opinion described in PART 3. Public 
hearings to obtain an official expression of opinion from all segments of 
the public, organized and unorganized, were planned but were not held, ow- 
ing to inability of the Commission to agree upon material which might be 


presented as a basis for such hearings. 
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CHAPTER II 
THE NEED FOR MEDICAL CARE 


Health Trends 

Medical care 1/ is recognized as a necessity of life and for many 
years New York State and its subdivisions have been responsible for its 
provision, not only to the destitute but also to persons who are financi- 
ally able to obtain necessities such as food, shelter and clothing but 
who are unable to pay for necessary medical care. 2/ 

Public health, and improved medical and socio-economic conditions 
have over a period of forty years brought about striking reductions in 
illnesses and deaths due to communicable diseases, as illustrated in Table 
1, and the life expectancy of the individual at birth has been markedly 


increased as shown in Table 2. 


Table 1. Death Rates per 100,000 Population from 
Important Causes, New York State, 1900-40, 3/ 


Diarrhea 


Hen We 


Oo OW © Oo OO 
PON OmrFOMDOy- 


° 


° 


Table 2. Years of Life Ex- The conquest of the communicable dis- 

pectancy at Birth, New York 

State, 1900-40,3/ eases has not, however, made sickness 

a negligible factor. On the contrary, 
there has been, as shown in Table 3, a 
steady increase in the number of per-~ 


sons and institutions caring for sick- 


ness which indicates an increase in — 
number of persons seeking and obtaining care, 


ay 36 term medical care is employed throughout this report as embracing the 
services of the medical, dental, nursing and all other professions legally 
entitled to care for the sick, and the use of hospitals, clinics, dispensar- 
ies and Similar facilities for the ministration of care to the sick. Wher- 
ever reference is intended to a particular service, it will be specifically 
designated as, for example, physicians' services, or hospital care. 

2/ Social Welfare Law, Section 184, 


o/ Data from Sixty-second Annual Report, New York State ee of Health, 
1941, Vol.2 
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Table 3. Physicians and General Hospitals in New York 
State, 1899-1941. 
Physicians General hospitals 5/ 


Number 4/]| Persons per| Number| Beds Beds per 
physician 1,000 persons 


Reasons Underlying Increasing Need for Medical Care 


The paradox that the more healthy a people becomes the greater its need 


for medical care resolves itself into reason upon examination of a few of the 
underlying factors. A greater value has been placed upon human life and wel-. 
fare, as evidenced by the many laws enacted in the past fifty years to safe- 
guard life and health, and the decreasing fertility of the population illus- 
trated in Table 4 has emphasized the necessity of medical care for preserva- 


tion of life and maintenance and growth of the population. ¥ 


Table 4. Ratio of asian Deaths, Due to the prevention of prema- 
New York Sta 00-40. 
og tenillinkes eeeeibenaaating ture death, the population has 


aged, as shown in Figures 1 and 
2, and the natural increase of 
infirmities with advancing age 


has necessitated more medical 


care, 


Advances in medical science now offer hope for cure or relief of sick- 
ness for which there was formerly no remedy. A partial list of the outstand- 


ing medical discoveries of recent years includes: 


4/ From annual numbers of Medical Directory of New York, New Jersey and Conn- 
ecticut, Medical Society of the State of New York. 


5/ From annual hospital numbers of Journal of the American Medical Associa-~ 
tion. These figures do not agree exactly with those employed in later chap- 
ters owing to certain minor differences in definition. They are used here 
because they come from the same source and have the virtue of comparability 
over a period of time. 

6/ An increased ratio during the past few years is attributable to unusual 
wartime conditions.and, judging from past experience, will not be sustained, 


pi 


FIGURE 1. THE AGING OF NEW YORK STATE'S POPULATION 


PERCENTAGE OF POPULATION IN EACH AGE GROUP FOR A GIVEN YEAR 
(U. S. Census Figures) 


New York State Commission on Medical Care 
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FIGURE 2. THE AGING OF NEW YORK STATE'S POPULATION 


PERCENTAGE OF POPULATION IN EACH AGE GROUP FOR A GIVEN YEAR 


(U. S. Census Figures) 


New York State Commission on Medical Care 
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Insulin for the treatment of diabetes. 

Liver extract for the treatment of pernicious anemia. 

Serums in the treatment of infectious diseases. 

Preventive inoculations against diphtheria, whooping cough and other 
infectious diseases. 

Development of a host of new or improved diagnostic tests - x-ray, 
basal metabolism, blood chemistry, bacteriological and serological 
tests. 

Recognition and treatment of vitamin and other nutritional deficien- 
cies. 

Diagnosis and treatment of allergic conditions. 

Development of surgery in all aspects; especially plastic, thoracic, 
genitourinary and neurosurgery 

Diagnosis and relief of endocrine imbalance and deficiency. 

Physical therapy - heat, massage, artificial fever. 

Radium and x-ray treatment of cancer and other conditions. 

Arsenicals and heavy metals in the treatment of syphilis. 

Sulfonamides in the treatment of infectious diseases. 

Penicillin in the treatment of infectious diseases, 


Current Health Status of the People 


Because health departments do not regularly gather data on iliness 
other than communicable disease and a few other conditions such as cancer, 
it has been necessary to turn to special surveys to determine the general 
health status of the oeople. Perhaps the most arresting figures have come 
from the results of examination of our young men under the national Selec- 
tive Service Act. Among the first two million selectees, ranging in age 
from 21 to 36 years, 900,000 were not qualified for general military serv- 
ice because of lack of physical and mental Hialivicetransin’ 4 It has 
been estimated that of this number, 200,000 could be made fit for general 
military service by the application of current restorative procedures. 

Many of these disabilities might have been prevented by medical care in 
previous years, but whether oreventable or not, they definitely indicate 

a great prevalence of diseases and disabilities which, for the greater part, 
require medical care for relief of symptoms. The use of Selective Service 
figures as an illustration of poor health conditions that could be entirely 
prevented or cured by medical care is, of course, not justified, nor do the 
figures indicate complete inability of the affected persons to function in 
civilian capacities, since the physical requirements for the exacting oc- 


7/ “dealth of Selective Service Registrants," L. G, Rowntree, K, H. McGill 
and O. H, Folk; Journal of the American Medical Association, 11:1223, Apr. 
4, 1942, 

8/ New York State data are not available on a comparable basis. In New York 
City, however, up to January 1, 1945 nearly 38 per cent of selectees were 
rejected for medical reasons only, although standards have been lowered con- 
siderably since the early days of Selective Service. Also, many men who 
would have been rejected by the standards employed earlier have been induct- 
ed into military service and have had their defects corrected by the medi-~ 
cal services of the armed forces. 
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cupation of war are not identical with those for civilian life, but the 
finding of a large number of defects among 18 and 19 year old men who 
should be at the peak of physical and mental condition indicates that 
there is a need for medical care at all periods of life. The type and 
incidence of these defects, without reference to handicap for military 
service, is shown in Table 5. Among older persons,the incidence of de- 


fects is very much greater. 


Table 5. Incidence of Defects Among A more comprehensive picture 
Registrants Examined at Loc Boards 

ik Aan nnn tock. of the health status of the 
people is afforded by The Na~ 


tional Health Survey, 19355~ 
36.2/ Table 6 shows the an-~ 


Disease,or sys- 
em affected 


Cases per 1000 
white 


nual incidence of disabling 
ilness per 1000 persons ac~ 
cording to age and broad di- 


agnostic groups. These ill- 
oe oeactes nesses, which are exemplified 
by measles, scarlet fever, 
tonsillitis, pneumonia, appendicitis, gastric ulcer, pregnancy, fractured 
leg, heart disease, asthma, hernia and eczema, kept the persons affected 
from work, school or other usual activities for a period of 7 days or more 
and for the greater part were severe enough to warrant medical attention. 
Although a great and constant need for medical care is evident from the 
frequency of disabling illness alone, there must be added the vast number 


Sanne nvm nee te nn nn ee Tar EEE 
9/ National Health Survey, 1935-36, Preliminary Reports, National Insti- 
tute of Health, United Stetes Public Health Service, Washington, 1938. 

Criticisms have been made of The National Health Survey by spokes- 
men of organized medicine on the ground that it was carried out with the 
aid of previously untrained personnel under the Works Progress Administra-~ 
tion, and that it was conducted at a Season and economic period which : 
tended to exaggerate the incidence of disease and its relation to economic 
status. For example, the President of the American Medical Association 
has stated: “In 1936 untrained investigators asked people in a house-to- 
house survey if they had medical care."* (New York Times, December 4, 1945.) 
Many of the findings of the Survey have been utilized in the preparation 
of this report because they are the most recent figures available or be~ 
eause they present data in a useful form not found in other reports. In 
view of the criticisms that have been made it does not seem gratuitous to 
remark that the Survey has been compared carefully with other similar 
studies and found to be in very close agreement with them. The figures 
therein seem to be reasonable and conservative estimates of the incidence 
and prevalence of disease. 


' 
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Table 6. Number of Cases of Disabling Illness per 1000 Persons per Year, 
According to Age and.Broad Diagnostic Groups 10, 
Ave group 
Diagnosis 65 & over 
nfectious diseases 

Rheumatism 
Degenerative diseases 
Nervous diseases 


Tuberculosis (all forms 
Respiratory diseases 
Digestive diseases 
Accidents 

Orthopedic impairments 
Other diagnoses 


All illnesses 


Onwmnawrnasooounrwdwa 


of cases, acute and chronic, which do not disable but which do require 
medical attention. An example of the latter would be the patient with 
diabetes who is able to pursue his usual activities, provided he is under 
medical supervision. 

Chronic disease, which affects about one of six persons at any given 
time, is far from being a problem of old age alone, Its prevalence in 
the general population mounts steadily with advancing age because many of 
the chronic diseases are due to degeneration of organs which have served 
the body well during youth, but many of these diseases, such as allergies, 
diabetes, arthritis and gastric ulcer, begin early in.life. Thus, as in- 
dicated in Table 7, 16 per cent of the persons for whom chronic disease 
or impairment was reported in the National Health Survey were under 25 
years of age, 50 per cent were under 45 years and 69 per cent under 55 
years of age. 

These figures show that there is a great and continuing need for med- 
ical care. Although encouraging advances have been made in the absolute 
prevention of certain illnesses, chiefly those of an infectious nature, 
and although good medical care may maintain or restore usefulness of the 
individual and prevent premature death or disability, no method has been 
or is likely to be found which will prevent the human body from aging, 
with all of the ensuing ills of the flesh. Additional diseases may prove 
susceptible of certain prevention, and improved methods of diagnosis and 
treatment may serve to decrease the volume of medical care in others, but 
it is predicted that as medical progress is made the successful management 
of disease will require a volume and cost of medical services greater than 


10/ "Disability. from Specific. Causes in Relation to Economic Status", 


National Health Survey, 1935-36, Preliminary Reports, National Institute 
of Health, United States Public Health Service, Washington, 1938. 
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“ 


at present. | 
Inasmuch as the purpose of this chapter is to ascertain the need for 


medical care and not the extent to which needs are met, it would seem jus- 


tifiable to assume that the medical 
Table 7. Persons Reported to Have 


Chronic Disease or Impairment, Ac- needs of the people of New York 
cording to Age. 11/ State are essentially the same as 


those of people throughout this 
nation. Such studies as have been 
made.in.this State tend to confirm 
this assumption. The examination 
of school children indicates that 
about 80 per cent of them are suf- 


fering from some type of defect. 


The rate of defects found in cities 


a/ Age group 75-84, Rate for age : ; 
group 85 & over is 602.3 te hlacesicp from 81 ber 100 rv see 
tions in.1955-36 to 89 in 1941-42, 
and in villages from 86 per 100 examinations in 1935-36 to 81 in 1941-42, 
Table 8 shows the percentages of school children suffering from various 


types of defects. Comoarable stud- 
Table 8. Per Cent of School Children 
with Indicated Type of Defeg , New 
York State, 1941-42. 


ies of adults are not available, 


except for selectees, but reports 


of the findings on industrial and 
other pre-employment examinations 
show that New York State residents 
are no less likely to suffer from 
physical disability than persons 
of the same color and age in other 
parts of the country. 

Further information on this 
subject is afforded by the results 
of examination of 4-H Club members 
in Delaware County, New York, in 1940. The examinations were conducted 
and the defects classified somewhat differently than in the school medical 
inspections (e.g., dental examination was not included), The results of 
these examinations, which closely approximate those which would be obtained 
127 faptea from Annual Report, State Department of Education, 1941-42, 
Volume te 


o7 


if a child were examined by a private physician in his office, are inter-~ 
preted as showing an even greater need for medical care than the results 


of the school medical inspections. 


Table 9. Number and Percentage of Individuals 
Among 1,047 4-H Club Members Having Indicated 
Physical Defect, Delaware County, New York, 


1940. 13/ 
Type of defect Number Per cent 


Orthopedic 

Foot and niwaed 

Othep orthopedic” 
Visual— 
Auditory 
Cardiac 

Cardiovalvular 

Undetermined 
Enlarged thyroid 
Endocrine ,imbalance 
Phimosise/ 
Indirect inguinal her see! 
Undescended det steel 

RUE 

Hyp ospadias 
Miscellaneous 
a/ Based on 1,028 members receiving orthopedic ex- 
aminations. 
b/ Based on 1,006 members receiving eye examinations. 
c/ Based on 391 males examined for such. 
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13/ From data supplied by the New York. State Department of Health. 


CHAPTER III 
THE ECONOMIC ASPECTS OF MEDICAL CARE 


‘ 


Purpose and Scope of Study 


fulfillment of the general objective of the Commission, to make it 
possible for all residents of the State to provide themselves that measure 
of medical care which is adequate in quality and quantity, might be expec- 


ted to aid materially in the accomplishment of two of man's major aims, a 


happy and comfortable existence, and the avoidance of poverty and financial © 


dependence, There can be no disagreement that adequate medical care would 
contribute largely to the first of these aims even if it numbered among 
its many accomplishments only the relief of pain. One of the purposes of 
this study has been to examine the relationship between economic status 
and the adequacy of medical care received. Complete agreement does not 
exist, however, on the role of adequate medical care in preventing poverty 
and financial dependence, It is obvious to all that illness of a wage 
earner will often result in time lost from gainful employment, with a con- 
sequent reduction in income. It does not seem to be equally obvious that 
a low income will usually result in reduced ability to obtain medical care, 
nor that the receipt of medical services by individuals (as contrasted 
with the receipt of public health services for prevention of disease through 
immunization, sanitation, etc.) will serve to curtail the severity of ill- ; 
ness. and prevent disabilities to the extent that the hazards of poverty and 
financial dependence will be significantly poddeed >/ In view of the con- 
tention by some eminent members of the medical and public health professions 
that the people are now receiving all of the medical attention that is nec~ 
essary, this question has been studied with eare.o 

The relationship of economic status to need for and receipt of medi-~ 
cal care has been covered thoroughly by many local and national studies 
eonducted by agencies of recognized ability. Only minor differences have 
been observed in surveys made at different periods, in different areas and 


a ne ne a a en a A eR rn et en A 


1/ "The economic situation of these people is what breeds the need for 
medical care and all the medical’ care in the werid would not remedy their 
plight" ~ "Report of the Planning Committee for Medical Policies, Medical 
Society of the State of New York," New York State Journal of Medicine, 44: 
911, Apr. 15, 1944. 

2 For example, "I may remark in sasetne that it is strange that neither 
my medical friends nor myself ever come in contact with the cases of medi- 
cal neglect which are so frequent in the literature of the proponents of 
compulsory health insurance" - address of the President, California Medical 
Association, published as "The Philosophical Background of Compulsory 
Health Insurance," California and Western Medicine, 6:247, May 1945. 
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by different agencies. The differences found to exist were those of de- 
gree rather than kind, and throughout all of the reports there is a defin- 
ite and.constant pattern. Although none of the comprehensive studies of 
this subject which were consulted related to New York State alone, vari- 
ouS communities in this State have been included in many of them and there 
1s no reason to suspect: that New York does not correspond roughly to the 
findings for the country as a whole or with respect to comparable commun- 
ities. Early in its deliberations the Commission decided that it would 
not be a wise expenditure of time and money to duplicate studies of this 
nature, and that sufficient data for its purposes were available in exist- 
ing publications. Many of the tables in this chapter have been derived 


from the wealth of data, some previously unpublished, in Medical Care and 


Costs in Relation to Family Income, a statistical source book by Helen 
Hollingsworth and Margaret C. Klem,/ although many of the data have been 


consulted in the original publications, and all have been independently 


interpreted. 


3’ Issued as Bureau Memorandum No. 51, Bureau of Research and Statistics, 
Social Security Board, Washington, March 1943. The 13 studies from which 
the authors obtained their data are: 
1. Sickness and medical care in rural families in a petroleum area of 
Arkansas, 1938. University of Arkansas. 
2. Illness in families in the Eastern Health District of Baltimore, 
“Md., 1938-39 and 1939-40, U. S. Public Health Service and Milbank Mem- 
orial Fund. 
4. Medical care and costs in California families in relation to eco- 
nomic status, 1933-34. California Emergency Relief Administration. 
4, Incidence of illness and receipt and costs of medical care in fami- 
lies in 130 communities, in a 12-month period, 1928-31. Committee on 
the Costs of Medical Care. 
5. Family spending and saving in wartime in the United States, 1941 and 
first quarter of 1942, U. S. Bureau of Labor Statistics and U. S. Bur- 
eau of Home Economics. 
6. Morbidity in families in Hagerstown, Md., 1921-24. U. S.-Public 
Health Service. 
7. Relation of sickness to family income and income change in 10 commun- 
ities, 1933; Health and Depression Studies, U. S, Public Health Service 
and Milbank Memorial Fund. 
8. Costs of medical care in families of field employees of the Metro- 
politan Life Insurance Company in the United States and Canada, 1930-31. 
Metropolitan Life Insugance Company. 
9. Illness and pepe, oer in families in 83 urban areas, 1935-36; 
the National Health Survey. U.S. Public Health Service. 
10. Family expenditures in the United States, 1935-36. Based on data 
from the Study of Consumer Purchases. National Resources Committee. 
ll. Disabling sickness in families in cotton-mill villages of South | 
Carolina, 1916 and 1917. U. S. Public Health Service. 
12. Money disbursements of families of wage earners and clerical work- 
ers in 42 cities, 1934-36. U. S. Bureau of Labor Statistics. 
13, Income and expenditures of families of wage earners and small-sal-~ 
aried employees in 92 localities, 1918-19. U. S, Bureau of Labor Sta-~ 
tistics, 


Rte eager targa ty i eee 
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Prevalence and Incidence of Illness 
Prevalence of illness refers to the number or proportion of persons 
who are ill at any given time, and is determined by surveys wherein the 
number of persons ill on the day of interview is recorded, whereas inci- 
dence is a record, usually based on interview or questionnaire, of illness 
that occured in a preceding period of time. Because of their nature, 
these two indices should be qualitatively similar. Prevalence is the 
more accurate index of illness because it is not necessary to depend on 
the memory of the person questioned, but, being limited with respect to 
time, it does not lend itself to an analysis of the type and duration of 
illness, etc. as does incidence, which has been more frequently employed 


for sickness studies. 


- Table 1. Persons Disabled a/ Prevalence. Although the preval- 
by Illness on Date 4 Inter- 


view, 1935~36 ence of illness varies markedly with 


season and to some extent fron place 
disabled to place, in all of the reports there 


is a constant relationship to economic 


status, Table 1 being but one typical 


7 


illustration of the association of a 


° 


2, 000-2, 999 


,000=4, 999 high prevalence of illness with low in- 


° 


6.6 
4,4 
O20 
2.6 
D0 
Hs eS 
4.1 


s 


eome. This is not a surprising finding 


: 
do 


in view of the fact that such factors 
a/ Inability to work, attend 
school or pursue other nor- 
mal activities on account of education, which are largely dependent 
illness, injury or gross 

physical impairment result~ i 
ing from disease or accident. relationship to susceptibility to many 


as nutrition, housing, occupation and 
upon economic status, have a direct 


diseases; in fact, the surprising find- 
ing is that above the lowest income levels, there is so little variation 
in prevalence, 

Incidence and severity. Two factors which may tend to oppose each 
other must be kept in mind in interpreting incidence rates. Illness af- 
fecting a wage-earner is likely to be reflected in diminished income, so 
that in many instances low income is the result rather than the cause of 
jllness. On the other hand, because persons in the higher income groups 


obtain medical attention more frequently they are more likely to recognize 


eee OS 
4/ From Table 127, Medical Care and Costs in Relation to Pamily Income, 


which was based on unpublished data from The National Health Survey, 1935-~ 
56. 


~~ 
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and report illnesses which are ignored and forgotten in the low income 


groups. a S/ 
In accordance with the observation made on prevalence, a high rate 


of incidence of illness is 
Table 2. Annual Incidence of Disabling 


Illness per 1,000 Persons, in Relati a found to be associated with 


to Age and Family Income, 1935-3 low income, as indicated in 
mE OUR. a 24}. 64 jover jages Table 2. This is especially 


bie 4 000 os ie po es noticeable in the relief group 
9 
1,000-1,499 209 121 156 and holds for all types of 
1,500-1,999 214 {106 146 ; 

20 
2,000-2,999 233 95 146 disease t will be noted, 
15, 000-4, 999 249 94 145 however, that the association 


5,9000..or: more }.271 94 


does not hold with respect to 
All incomes * Pp 


incidence among the higher 
income groups. The association is observed only for family incomes of 
less than $3,000 in the age group 15-24, and for family incomes of less 
than $2,000 in the age eroiibe 25-64: and 65 and over, If income status 
had no effect on susceptibility to disease, the incidence rate in the 
‘group under 15 years, in which illness would not affect 4 wage earner and 
bring about a decrease in family income, would be expected to remain con- 
stant. At first glance this seems to be the case because, in the age 
group under 15, after an initial high rate in the relief group, the inci- 
dence of illness mounts steadily as income increases. A study of Table 
4 shows that the reason for this behavior lies in the relative frequencies 
of the various types of disease in respect to age. The respiratory and 
other acute infectious diseases, which are largely self-limited, consti- 
tute about 75 per cent of disabling illnesses in the group under 15 years 
of age and thus mask the association of low income with high incidence of 
chronic and degenerative diseases which is evidenced in the under 15 as 
well as other age groups. In the older age groups, the respiratory and 
other acute infectious diseases account for only about 30 per cent of dis- 


5/ Unpublished studies of the Committee on the Costs of Medical Care (Ta- 


ble 135, Medical Care and Costs in Relation to Family Income). 


6/ The Incidence of Illness and the Receipt and Costs of Medical Care Among 
Representative Families, 1. S. Falk, Margaret C, Klem and Nathan Sinai, 


Publication No. 26 of the Committee on the Costs of Medical Care, Univer- 
sity of Chicago Press, 1933, 

7/ “Disability from Specific Causes in Relation to Economic Status", Na- 
tional Health Survey, 1935-36, Preliminary Reports, National Institute of 
Health, United States Public Health Service, Washington, 1938. 
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abling illness and the constant association of low income with high inci- 
dence of chronic and degenerative diseases is more apparent. It must be 
kept in mind that the factor of underreporting in the lower income groups, 
which has been mentioned previously, tends to depreciate rather than exag~ — 
gerate this association. It seems quite clear from this analysis, especi- 
ally in respect to the group under 15 years of age, that low income of 
itself plays an important role in the development of chronic and degener- 
ative disabling diseases, and that poverty, as exemplified oy the relief 
group, predisposes to a high rate of incidence of the acute as well as the 
chronic disenses</ 

From the data in Table 3, and from a similar analysis of the duration 
of disabling illness, disabling disease may be classified into three main 
groups: 


1. Diseases which are not incurred primarily by reason of low income, 
and which cause disability regardless of income status. This group 
is made up chiefly of respiratory and other acute communicable dis-~ 
eases. 

2. Diseases not incurred primarily by reason of low income, but which 
cause disability varying according to income status. This group is 
made up chiefly of diseases associated with the process of aging, 
such as heart disease, arteriosclerosis, diabetes, cancer, degenera- 
tive arthritis, goiter, varicose veins, hernia, gall bladder, kidney 
and non-venereali genital diseases, and also includes infectious dis- 
eases tending to have permanent effects, such as poliomyelitis. 


/ 
Table 4. Frequency and Severity of Acute and Chronie,}llness,~ as Relat= 
ed to Annual Family Income, 1935~36.— 


Family Annual rate of disabling Average days disability | 
income illness per 100 persons LS ETT. IR ee: AF 
status Acute _ Acute | Chronic Total | 
Relief 16.3 7.1 25.4 a7 [t eRE write ee 
Under $1,000 11.9 5.4 we A fees OE | 2) cay a 
1,000~1, 999 11.7 3.8 15,5 ae Unease 45 
2, 000-2, 999 11.3 3.7 15,0 25 | PTE ae | 
3,000 or more | 11.1 3.8 14.9 LAS i ede 44 
All incomes | 12.4 4.8 102 a eee eS | a | 


a/ illness disabling for 7 days or more, plus confinements, hospital cases 
and fatal illness of all durations. Acute illness is of less than 5S months 
duration. Chronic illness is of 3 months or greater duration and includes 
gross permanent impairments, for which the rate is 3 per hundred, 


8/ The possibility that the rates in the relief group are higher than the 
rates in the. under $1,000 group is due to better reporting by the relief 
group because of receipt of more medical care, is largely discounted by 
another part of the study which showed the relief group to receive fewer 
physicians’ services, although more nursing and hospital service, than the 
under $1,000 group; see Footnote 9. 
a "Tliness and Medical Care in Relation to Economic Status" National Health 
urvey, 1935-36, Preliminary Reports, National Institute of Health, United 
States Public Health Service, Washington, 1938. 


Table 3. Cases of Disabling Illness per 1000 Persons, by Disease Group, Age and Income Group V/ 


[serser| $1000] 499 | 1999" | 2959 | 999 [or sore | snoom 
_ Diagnosis Relief $1000 1499 1999 or more 


Und 


Infectious diseases e 
Rheumatism 

Degenerative diseases 
Nervous diseases 
Tuberculosis, 211 forms 
Respiratory diseases 
Digestive diseases 
Accidents 

Orthopedic impairments 
Other diagnoses 


112.9 


were 
oO 
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YM EO WOW DO 


nN 

Shs 

WN HFPOWn 

OV WD DO WW NW OOK 
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° 
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Infectious diseases 
Rheumatism 
Degenerative diseases 
Nervous diseases 
Tuberculosis, all forms 
Respiratory diseases 
Digestive diseases 
Accidents 

Orthopedic impairments 
Other diagnoses _ 

All diagnoses 


Wrnr 
«ee 


yYnw 
ee 
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— 
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Infectious diseases 
Rhevmratisn 
Degenerative diseases 
Nervous diseases 
Tuberculosis, all forms 
Respiratory diseases 
Digestive diseases 
Accidents 

Orthopedic impairments 
Other diagnoses 

ATT diagnoses 
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Infectious diseases 
Rheumatism 

| Degenerative diseases 
Nervous diseases 
Tuberculosis, all forms 
Respiratory diseases 
Digestive diseases 
Accidents 

Orthopedic impairments 
Other diagnoses 

All diagnoses 


Infectious diseases 
Rheumatism 

Degenerative diseases 
Nervous diseases 
Tuberculosis, all forms 
Respiratory diseases 
Digestive diseases 
Accidents 

Orthopedic impairments 
Other diagnoses - 


scars A el PR aed eae Pete eles 


Y/ "Disacility from Specific Causes in Relation to Economic Status", Nationzl Health Survey, 1935-36, Pre- 
liminary Reports, National Institute of Health, United States Public ealth Service, Washington, 1938. 
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&. Diseases incurred primarily by reason of low income, but which cause 
disability varying according to income status. In this group are 
found such chronic communicable diseases as tuberculosis and venereal 
disease (the latter was not enumerated in The National Health Survey). 
Other conditions such as accidental injuries and orthopedic impair- 
ments, which reflect the more arduous or hazardous occupations of the 
lower income groups are also represented. 


The argument that medical care plays no role in preventing disease 


is refuted by the outstanding examples of tuberculosis and venereal dis- 


10/, 
Table 5. Proportion of Family. Heads Report- <a The importance 


ed as Not Seeking Work Becaus § of Chronic of medical care in reduc- 
Disability, 1935-36,2/ 


Number Not seeking work 
of family |because of disabilit 
heads | Number 


88, 090 
157,177 
209,088 
60,134 
31,792 


ing disability from dis- 


eases which are largely 


Relief unpreventable is illus~- 


Under $1,000 
1,000~1,999 
2,000-2,999 
3,000 or more 


trated by its achievements 


in restoring useful acti-~- 


vity to persons suffering 
= from diabetes, pernicious 
anemia, chronic heart disease, accidental injury and chronic disease of 
the genito-urinary tract. 

Another approach to this problem emphasized the financial dependence 
which may result from chronic disease, The.data in Table 4 are interpreted 
as showing that although the average duration of the acute disabling diseas~ 
es is nearly a month, they do not bring about the reduction of income that 
is produced by the disabling chronic diseases which have an average dura~- 
tion of 4 to 5 months and which affect approximately one out of every 20 
persons in the course of a year. Probably more than half of this chronic 
disease affects persons in the productive ages between £4 and 65 vearauet 

Excluding family heads who were housewives, students or persons re~ 
tired or at home for reasons other than disability, nearly one out of fif- 
ty family heads was reported in 1935-36 as not seeking work because of 
chronic disability, as shown in Table 5. With the incentive of high wages 
or under patriotic stimulus workers may, as during the recent war effort, 

‘geek employment and be accepted despite conditions which would ordinarily 
I0/ It is of interest that these diseases, unlike the majority of others 
jn the traditional field of public health, are fought chiefly by the ap~ 
plication of medical care rather than the usual public health methods of 
sanitation, isolation and specific immunization. 


11/ Estimated from Table 7 of Chapter II, which, however, includes all 
chronic disease, disabling and non-disabling. 
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be considered disabling. In more nearly normal times, however, the chron-~ 
ically disabled constitute a financial burden on the whole population. 

The expansion of Federal and State vocational rehabilitation eR | 
especially in the field of medical rehabilitation, gives testimony to pub- 
lic awareness of the need for providing medical care at public expense 
for the sound economic and social purpose of assisting people to become 


self-supporting, as well as for the charitable purpose of relieving phy- 


Sical discomfort. 


Receipt of Medical Services 
It is generally known that the lower the income, the fewer the medi- 


cal services received. There is no fixed standard according to which the 
services received may be judged as to adequacy. In subsequent chapters 
devoted to estimates of the cost of adequate medical care there has been 
used the definition of Lee and Toes :=2/ 


Adequate medical care has both a quantitative and a qualitative 
aspect. It means a sufficient quantity ot good medical care to 
supply the needs of the people according to the standards of 
good current practice. 


It is implied in this definition that the standard is a shifting one, de- 
pendent upon current practice rather than a rigid formula. 

The data cited below were collected about 15 years ago and in the 
meantime medical practices have changed somewhat, yet there is no reason 
to suspect their validity in a relative sense, although they suffer in 
that they offer no expression of adequacy as respects quality. As to quan- 
tity of medical services, Lee, now president of the American Medical As- 
sociation, has called attention to "luxury medicine", and has opined that 
a substantial majority of patients like more attention than is adequate, 
and are often willing to pay for igen 

On the other hand, as shown in Table 6, in 1928-31 not even the high- 
est income groups came up to the standards established by Lee and Jones 
at that time. It therefore seems both reasonable and conservative for 
the purpose of interpreting the data which follow, to assume as a standard 
the volume of service received by persons in the family income group of 
$5,000-9,999, or $5,000 or more, 


12/ Descriptions of New York State's Vocational Rehabilitation Program 
under the State Department of Education, and the medical rehabilitation 
program under the State Department of Health,are given in subsequent 
chapters. 

13/ The Fundamentals of Good Medical Care, R. I. Lee and L. W. Jones, Pub- 
lication No. 22 of the Committee on the Costs of Medical Care, University 
of Chicago Press, 1933, 

14/ “Adequate Medical Care", R. I. Lee, Journal of the American Medical 
Association, 129:989, December 9, 1945. 
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Table 6. Services Received in Income Group $5,000-9,999 or $5,000 or More 
Compared with Services Required by Lee - Jones Standard of Adequacy, 1928-31. 


Services per person , 


required-— Received— 


Type of service 


Days of general hospital care 
ome and office calls for illness 
Physical examinations 

Child health supervision (under 5 years) 
Refractions or glasses 

Dental services 


a/ See Footnote 13. 
b/ Representative data selected from Table 7. 


Table 7 shows that with the single exception of hospital care the 
lower income groups receive considerably fewer services than do the higher 
income groups, although the need of the lower income groups has been pre- 
‘viously shown to be greater. With regard to hospital care, the lowest 
income group receives a relatively large amount of care in terms of hospi- 
tal days, this being due to long periods of hospitalization rather than 
frequent hospital admissions. Community welfare and medical services are 
better organized to provide hospital than other types of care, probably 
in large measure because the need is more obvious, but aside from the 
lowest income group, the other low income groups do not fare so well. The 
least disparity between high and low income groups is in the categories 
of physicians’ and clinic visits, and drugs; the greatest is in special 
and preventive services such as health examinations, dental care, eye 


care, x-ray service and physiotherapy. 


Expenditures for Medical Services 


‘Data for medical expenditures by economic status, type of service, 
etc. relate to direct expenditures by the consumer of service and do not 
include public, philanthropic or other expenditures. As indicated in Ta- 
ble 8, about 80 per cent of all expenditures are made by the consumer. 

Consumer outlay= for medical care varies within wide limits accord~ 
ing to national income, but, despite a definite upward trend over the 
period 1929-42, as shown in Table 9, the proportion of total expenditures 
which is devoted to medical care is remarkably constant through periods 


15/ Consumer outlay represents the value of goods or services reaching 
the consumer, Payments to government are excluded except for payment for 
postage and other utilities. The expenditures rather than the income of 
non-profit corporations are included. Savings are omitted. 


67 


Table 1. Receipt of ais Care 4p Het on 


Type of service $1,200 ie 9999 i, 999 hea sh} pore al 1 "nate 


Medical care Sree per per wet ersons per year b 


Physician, clinic, etc. 45 45 44 He" 

Hospital care 10 6 7 " 2 

Dental care 17 18 23 30 42 54 

Eye care and glasses 3 2 3 5 9 14 

Health exam & immunizations 6 & 7 10 15 26 

Any medical care 58 58 60 67 ss § 
oo Physical examinations per 1 000 persons G/E 

Under 5 years of age 43 

5-14 110 

15=24 39 

25-44 25 

45-64, 9 

65 and over 8 

All ages 52 


ie 
5-14 
 aeomanesommnnoen 


Eye Sins per 1,000 persons 1/g/ 


Under 5 years of age 3 1 5 4 
5-19 30 28 37 50 
20=L4 22 23 37 54 
45-64 26 46 68 66 
65 and over 20 18 58 64 
All ages 22 24 36 50 
Dental services per 1,000 persons 


‘illings 141 
Extractions 234 
Prophylaxis and examination 29 
Crowns end bridges 7 
Plates od 
X-ray 6 
Orthodontia 1 


General hospital care, days per person k 
“ (e) 


Cities of 5,000-99,999 
Rural & cities less than 
5,000 


New York and Chicago 
Other cities 100,000 or more 
Cities 5,000-99,999 

Towns of less than 5,00C 
Rural arees 


New York end Chicego 
Other cities 100,000 or more 
Cities of 5,000-99,999 

Towns of less than 5,000 
Rural areas 


mecages § 
No deys of disebling illness 


Less than 3 deys disability 65 70 69 78 83 
Less than Z " 65 71 71 80 84 
Less than 9" n 67 72 72 80 85 
L than 25 " " 70 74h 75 

Hi, iganden 71 75 76 83 88 


411 illnesses 
Footnotes are at end of table, on following page. 
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Table 7. cont'd. Receipt of Medical Care in Relation to Fam 


Laboratory service 
X-ray service 
Physiotherapy 


Otitis media & mastoiditis 
Appendicitis 

Other diagnoses 

Female genital 

Boils and abscesses 
Accidents 

All illnesses 


On doctor's prescription 
On egist's advice only 


All care free 

Physicians! services free 3 

Hospital cere free 4 

Dental care free z 

Clinic care only 6 
$ 


a/ Income group $5,000 or more represents the 
group are also entered. 
b/ Hedicel Care and Costs in Relation to Family Income, Helen Hollingsworth and Margaret C. 

lem, Sureau “emorandum No. 51, eau of Research and Statistics, Social Security Boerd, Wesh- 
ington, March 1943. (This item, from Table 64, epplies only to cities of 100,000 or more.) 

55 and the Receipt and Cos edt Ci are Am rt esente ve 
» I. S. Falk, Margaret C, Klem and Nathan Sinai, Publication No the Committee on 

the Costs of Medical Care, University of Chicago Press, 1933. 
g/ From Table 121, of b/. 
e/ “Frequency of Health Examinations in 9,000 Families: Based on Nation-Wide Periodic Canvasses, 
1928-31", Selwyn D, Collins, Public Health Reports, 49:321, March 9, 1934. 
£/ From Table 128, of b/. 
g/ “Frequency of Eye Refractions in 9,000 Families; Based on Nation-Wide Periodic Canvasses, 1928- 
31", Selwyn D. Collins, Public Health Reports, 49:649, June 1, 1934. 
h/ From Table 114 of b/. 
i/ "Frequency of Dental Services Among 9,000 Families; Based on Nation-Wide Periodic Canvasses, 
1928-31", Selwyn D. Collins, Public Health Reports, 54:629, April 21, 1939. 
d/ From Table 111 of b/. Does not include clinic visits. 
k/ "Variation in Hospitalization With Size of City, Family Income and Other Environmental Factors", 
Selwyn D. Collins, Public Health Reports, 57:1635, Oct. 30, 1942. 
1/ From Table 100 of b/. 
m/ Unpublished data of the Committee on the Costs of Medical Care. 
n/ From Table 74 of b/. 
o/ From Table 85 of b/. 
p/ "The Frequency of Doctors! Prescriptions and of Laboratory and Related Services in the Treat- 
ment of Illness (192@-31)", Selwyn D. Collins, U. S. Public Health Service. In preparation, 
g/ From Tables 81 and 82 of b/. 
r/ "Percentage of Illnesses Treated Surgically Among 9,000 Families; Based on Netion-Wide 
Periodic Ganvasses, 1928-31", Selwyn D. Collins, Public Health Reports, 53:1593, Sept. 9, 1938. 
s/ From Table 84 of b/. 
+/ From Table 68 of b/. Applies only to cities of 100,000 or more. 


5,000-9,999 group where figures for $10,000 or more 


e vied OF s 


26 of 


ai 
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fable 8. Annual Medical Care Expenditures in the Uniteg States, by Source 
of Funds, According to Three Estimates- 
Amount (in millions) Percentage distribution 


Source of funds | 1936 a/ | 1935-36 b/}1929 c/] 1936 a/| 1935-36 b/ | 1929 c/ 


onsumer 80 77 79 
overnment, 16 18 14 
Philanthropy 2 2 5 
ndustr 75 79 2 3 2 
otal 100 


a/ Health Insurance, The Next Step in Social Security, Louis S. Reed, 1937. 
b/ Consumer Expenditures in the United States; Estimates for 1935-36, Na~ 
tional Resources Committee, 1939. Estimates used for government, philan- 
thropy, and industry represent those prepared by Louis S. Reed. 

c/ The Costs of Medical Care, I. S. Falk, C, E, Rorem and Martha Ring, 
Publication No. 27 of the Committee on the Costs of Medical Care, Univ- 
ersity of Chicago Press, 1953, 


of depression and prosperity. Per capita expenditures behave different- 
ly, reflecting the changes in national income. The extent to which medi- 


cal services received 
Table 9. Consumer Outlay for Medical Care : P 
and for All Purposes, United States, 1929-4 z2 i iia ca hs lle wale 


Total tional income de~ 
outlay Amount {Per cent Per Si shy : 
(millions) } (millions) SPORse: 1k PLUG 1¢ 

878949 not known, but they 

46,717 probably do not de- 
62,654 ; 
66,848 crease proportion=- 


89,218 ately to per capita 
outlay, because medi- 
cal charges per service may decrease and because public welfare services 
provide a larger volume of free care in such periods. 

A comparison of consumer expenditures for medical care with disburse- 
ments for other purposes is shown in Table 10 for the year 1941, which 
may be considered as relatively normal. Expenditures for medical care 
are less than those for recreation or alcoholic beverages, and only slight- 
ly in excess of the combined amount for tobacco and personal care (largely 
beauty treatments). It might seem that the individual should be able to 
adjust his budget to easily manage the costs of medical.care,. There are, 
however, several factors which make it impossible for him to do so. 

Like sickness itself, the cost of medical care for a person or fam- 
ily is largely unpredictable and falls unevenly. In a given year, 47 per 


cent of persons will suffer no serious illness, 32 per cent will be sick 


16/ Based on data from "Consumption Expenditures, 1929-43" W. H. Shaw, 


Survey of Current Business, June 1944. 
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United States 16/ 
Amount Per cent 
millions of total | 


Table 10. 


Consumer Outla 


Food 


$18,975 
Household operation 1233937 
Clothing & accessories 10,341 
Housing 9,664 
Transportation 8,901 
Recreation 1,326 
Alcoholic beverages 4,192 
Medical care 35 57h 
Personal business 3,041 
Tobacco 2,126 
Personal care 1,27h 
Death expenses 577 
Education 509 


Other ‘2 ° 


seal 


once, 14 per cent twice, 5 per cent three times, and 2 per cent four or 
more times. Table 11 illustrates the distribution of annual medical 
charges in middie class families, i.e., with annual incomes of $2,000- 
2,999 residing in cities of 5,000 99,999 population. In this representa- 


tive group, 1] per cent of families incurred charges of $200 or more, 


amounting to more than 10 per cent of the family's income for that year. 


2 per cent incurred charges 
Table 11. Distribution of Families and 
Medical Charges. Families with Annual 
Income of $2,000 2,999, Residing in C4, ies senting more than 20 per 
pulation, 1928 31. 
Per cent Per cent 
of total of total 
families | charges 


of $500 or more, repre - 


cent of the family's in- 


come. Altogether, 11 per 


cent of families will be 


responsible in a given 

year for 41 per cent of 

total expenditures. When 

expenditures exceed $200 

per year, about one-half 

will go for the expenses 
of hospitalized illnesses. 
Table 12 shows the distribution of payments by item of care and amount of 
annual family expenditures for medical care. 

Families of below average income pay much less for medical care than 


do those of above average income partly because, as previously shown, they 


17/ Unpublished date of the Committee on the Costs of Medical Care. From 
Table 52, Medical Care and Costs in Relation to Fanily Income, see Foot- 
note 3. 
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Table 12. Percentage Distribution of Family Charges by Specified Item of 
Care, for Families of $2,000~2,999 Annual okey Cities of 5,000- 


¢ O 
99.999 Popnule on. 22 


Amount 
of charge ges; cian ar ing | ¢ : tione care— 
nder $10 5.9 
10-19 
20-39 
40-59 
60-99 
100-199 
200-499 
500 ormore| 100.0 | 44.4 | 21 = 2 | 
a/ Represents all physicians’ services except those of oculists and opthal- 
mologists, which are included in charges for eye care, and those included in 
non-itemized charges of hospital care, 
b/ Excludes special nursing. 
e/ Represents chiropractors, osteopaths, chiropodists, midwives, faith heal- 
ers, and other non-medical practitioners, 
a/ Includes x-rays, laboratory tests, immunizations, and clinic visits not 
elsewhere classified. 


receive a smaller volume of care, and partly because some, if not all charges, 
have been graded in accordance with ability to pay. Despite the relative in- 
adequacy of care received and the partial adjustment of charges to ability to 
pay, medical charges consume 4 larger proportion of the income of the lower in- 


come groups than of the higher income groups, as shown in Table 13, Perhaps 


Table 13, Distribution.of U.S, Families by Income Group and Medical Expendi- 


Per cent Bpent for medical care 
Per cent of Per cent — 
of income families i _| of income 


Mil incomes [100.0 |$e4 | 3.9 [100.0 


because payment gradients have generally been moved upward as national income 
has increased, in 1942 the lowest income group found it necessary to spend a 
greater proportion of total income on medical care than did the corresponding 
group in 1935-36. 


18/ Unpublished data of the Committee on the Costs of Medical Care, From Ta-~ 
ble 47, Medical Care and Costs in Relation to Family Income, see Footnote 3. 
19/ Family Expenditures in the United States; Statistical Tables and Appen- 
dixes, National Resources Planning Board, Washington, 1941. . 

20/ Civilian Spending and Saving, 1941 and 1942, Division of Research, Con- 
sumer Income and Demand Branch, Office of Price Administration, March 1, 1943. 
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Individual and Group Methods of Paying for Medical Care 

Individual payment. The most common method of paying for medical 
care today is payment of the physician, dentist, hospital, etc., as the 
charges are incurred. In recognition of the equal need for care of fami- 
lies with low incomes, it has long been the practice under this method 
to adjust rates somewhat according to financial.status. An analysis of 
data from the survey.of the Committee on the Costs of Medical Care is pre- 
sented in Table 14. Persons in the lowest income groups pay only one~ 
eighth to one~half as much for a given service as do those in the highest 
group. The essential content of the services is no doubt comparable and 
although a part of the higher charge paid by the higher income groups may 
be made for intrinsically more expensive services - luxurious hospital 
accommodations, gold dental work, etc., - much of it must be made to en- 
able physicians and dentists to make lower charges to the lower income 
groups. This is to some extent also true of hospital service, but public 
funds and organized philanthropies play a larger role in making possible 
the lower per diem cost of hospital care for the lower income groups. In 
other words, the system of charges is so designed that the well-to-do in- 
voluntarily pay a part of the cost of care for those financially less for- 
tunate. An injustice or inequity inseparable from this system is that it 
is the well-to-do sick, rather than the well-to-do group as a whole, who 
contribute in this fashion to the cost of caring for the lower income 
groups. 

Although the charges per service are lower for the lower income 
groups, they do not obtain a volume of service comparable to that re- 
ceived by the higher income groups. If by some magic it were possible to 
maintain the fee gradients shown in Table 14, and the low income groups 
could receive the same volume of services as the $5,000-9,999 income group, 
they would obviously have to spend an even greater share of their income 
than they do at present (see-also Table 16). 

The uneven and unpredictable financial burden of severe illness is 
met in a variety of ways. A survey covering New York State only, which 
was. made by Elmo Roper for Fortune aneazi nes : revealed that whereas 
only 10 per cent of people saved consciously for sickness and emergenciés, 
27 per cent found it necessary to draw on their savings because of Sick~ 
ness. A report of the California Association of Small Loan Companies 
quoted in the New York Times of March 2, 1945 indicated that California 
21/ "Savings - A Survey", Fortune, November 1945. 
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Table 14. Average Number of Specified Medical Services Received per Person, 
Expenditures per Person, and Estimated Charge per Service. a 


Under | $1,200 | $2,000 | $3,000 | $5,000 
Type of service $1, 200 -1,999 2,999 -4,999 “9,999 a/ 


Pimper Of SOTVIGOS DOT DOTOOR A 


Home & office calis ¢ y ELEN 
Physician in hospital d/ .081 
Hospital days e/ 7.13 
Dental services f/ 043 
Refractions g/ 2022 
X-ray and laboratory h/ 06 


Expenditures per person 
P 5.49 

Physician in hospital j/ 8 

Hospital care k 

Dental care 1 

Eye care & glasses 

X-ray and laboratory m/ 


Total 15.88 


$ 
___Average charge Sk Pes rn ae er ae Cee 
Home or office calls D 
Physician in hospital 
ospital per diem 
Dental care 
e care & glasses 

i-ray & laboratory 


a/ From data in Medical Care and Costs in Relation to Family Income, see Footnote 3. 
For simplicity, cities of 5,000-99,999 were selected, except as noted. Period 
covered is 1928-31. Nursing, drugs and medicines, and non-medical practitioners 
have not been included. Free, part-pay and full-pay services included. 

b/ Services per person are for the income group $5,000 or more, and expenditures are 
for the group $5,000-9,999, which tends to make figures in last column somewhat low. 
c/ From Table 139 of a/, which is based on unpublished data of the Committee on 

the Costs of Medical Care. Includes visits for all purposes except eye care, 

and clinic visits. 
a/ Besed on hospitalized illness per person, Table 152 of a/, which is from 
"Variation in Hospitalization With Size of City, Family Income and Other Environ- 
mental Factors", Selwyn D. Collins, ¢ Health R ts, 57:1635, Oct. 31, 

1942. Hospitalization of tuberculosis and mentel disease excluded. 

e/ From Table 111 of a/, which is based on "Variation in Hospitalization With 

Size of City, Family Income and Other Environmentel Factors", Selwyn D. Collins, 
Public Health Reporte, 57:1635, Oct. 31, 1942. Hospitalization of tuberculosis 
and mental disease excluded. 

£/ ¥rom Table 114 of a/. Applies to communities of all sizes, which is based on 
"Frequency of Dental Services Among 9,000 Families; Based on Nation-Wide Periodic 
Canvesses, 1928-31", Selwyn D. Collins, Public Health Reports 54:629, Apr. 21, 
1939. 

B/ From Teble 118 of a/, Applies to communities of all sizes. Based on 
"Frequency of Eye Refractions in 9,000 Families; Besed on Nation-Wide Periodic 
Canvasses, 1928-31, Selwyn D. Collins, Public Health Reports, 49:649, June 1, 1934. 
h/ Combined from Table 85 of a/, which was based on "The Frequency of Doctors! 
Prescriptions and of Laboratory and Related Services in the Treatment of Illness, 
1926-31", Selwyn D. Collins, United States Public Health Service - in preparation; 
after adjustment for frequency of illness and percentage of illnesses attended 

as given in Tables 132 and 74 of a/. Applies to communities of all sizes. 

i/ Calculated from Table 20, see a/, which was based on unpublished data of the 
Committee on the Costs of ical Care, after correction for persons per family, 
calculated from Tables 28 and 37 of a/, the respective numbers being 5.13, 4.66, 
435, 4.48 and 4.25 for the groups in ascending order of income. 

i/ Totel expenditure for physician was distributed between home & office, and ser- 
vices in hospital, on basis of relation between total expenditure for hospitalized 
illness and per cent received by physician which, from Table 91 of a/, is 45.8, 
49.1, 51.1, 46.1 and 50.1 per cent for the groups in ascending order of income 
after redistribution with special nursing excluded. Estimated expenditure for 
physician in hospital was subtracted from total physician charges to give home 

& office call charges. 

k/ Excludes special duty nursing. 

1/ Includes cost of dentures, etc. 

m/ Excludes expenditures for some services included with hospital bill. 
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residents borrowed more than 1] million dollars in 1944 to meet medical, 
hospital and dental bills - more for this than for any other purpose, 

In New York State, approximately one-third of personal loans are secured 
to meet medical expenses =e! 

The Massachusetts Bankers Association has developed, with the en- 
dorsement of the State Medical and Dental Societies, a "Blue Triangle 
Plan" for post-payment of medical. expenses. For bills of $35 or more, 
the patient signs a note which the physician or dentist presents to the 
bank, the discount rate ranging from 4 per cent on a year’s note for 
$250 to 10 per cent on a year's note for $60. The notes are guaranteed 
by the physician or dentist. The plan was developed in the belief that 
"most people fail to take advantage of the pre-payment medical plans a- 
vailable." The sponsors of the plan believed that the general health 
situation was not satisfactory to the people and that "government is al- 
most certain to sponsor an extreme form of socialized medicine unless in-~ 
dividual initiative provides a satisfactory solution to the problem." 

The plan was advanced as "another democratic answer to socialized medi- 
cine." 

Assuming that full advantage has been taken of such grading of fees 
and rates as is practiced, if current income, savings or loans do not 
suffice to meet medical expenses and the patient is not able or willing 
to forego care, resort may be had to private or public assistance agencies. 

Private philanthropic agencies. Exact information is not available 
concerning the volume and cost of medical care furnished by philanthropic 
agencies in New York State. Many of the gifts made to hospitals and dis- 
pensaries are for construction, equipment, etc., which may indirectly re- 
duce the cost of service to the recipient. Precise data are lacking on 
the amounts given for current expenses, which would tend to reduce direct- 
ly the cost of service to the recipient. In the year ended June 30, 1945 
the United Hospital Fund of New York (City) distributed $872,000 among 75 
member hospitals to be used for dispensary and hospital Se ee In 
the rest of the State, Community Chests and similar organized philanthro- 
pies make substantial gifts to hospitals (often for the purpose of meet-~ 
ing incurred deficits) which are of assistance in providing free and part- 
pay care. 

Where reference is made to services provided through philanthropy, | 
it must be realized that usually the ability of an institution to provide 


22/ Personal communication from representative of a large personal loan 


company. 
23/ Sixty-Fourth Year Book, United Hospital Fund of New York, 1945, 
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free or part-pay care reflects not only gifts and bequests, but such pro- 


24/ 


Table 15 shows how the profit on care furnished to private and semi-private 


fit as may be made on furnishing care to persons who pay the full charges. 


patients permit hospitals to furnish care at less than cost to low-income 


patients, The term philanthropy, as . 


Table 15, Per Diem Income and 

Cost of. Care Furnished by Member ordinarily applied to medical care 

Hospitals, United Hospital Fund 
of New York23/ 


thus includes contributions made un- 
wittingly by those who pay charges 
in excess of the cost of the service 


they receive. 


Relatively little hospital care 
is given entirely free on the basis 
of private philanthropy. In 1943, the hospitals of the State outside of 
New York City admitted 2 per cent of patients as free patients, and the 
hospitals of New York City admitted 3.9 per cent as free patiente £”’ 

In the case of clinic visits, the patient is legally required to prove 
inability to pay for the services of a private physician before he can take 
advantage of free or part-pay care from philanthropic ageneiba ee In 
1939, the most recent year for which data are available, about 70 per cent 
of visits made to clinics in the State outside of New. York City were free 
due to philentbntoe ee which represents an estimated 4 or 5 per cent of 
all clinic and physicians’ visits, and full-pay or part-pay visits made up 
an additional 2 or 2.5 per cent. 53 per cent of visits to clinics of vol~ 
untary hospitals in New York City were free due to philanthropy,—. this 
number representing perhaps as much as 8 or 10 per cent of all clinic and 
physicians’ visits, and full-pay or part-pay visits made up an additional 
8 or 10 per cent. 

Approximately one-half of the bedside care provided by visiting nurs- 
es is paid for from private philanthropic funds. It is evident, however, 


24/ The role of organized and unorganized philanthropy in adjusting medi-~ 
cal charges to income has been pointed out previously, 

25/ From "Alcoholism Is a Hospital Problem," M, Hinenburg, Modern Hospital, 
63:60, October 1944, 

26/ Public Social Services in 1944, 78th Annual Report of the New York 
State Department of Social Welfare. 

27/ Except in an emergency and, at the discretion of the registrar, patients 
received for clinical instruction in medical colleges, and cases of com~ 
municable disease. "Rules of Special Application to Dispensaries," Rules 
of the State Board of Social Welfare, New York State Department of Social 
Welfare, Albany, April 1, 1935. 

28/ Medical Care in New York State, 1939, Report. of the Temporary Legis- 
lative Commission to Formulate a Long Range Health Program, Legislative 
Document (1940) No. 91. 
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that. the great bulk of free or part-pay care received by the lower income 
groups is paid for from public funds rather than from private philanthro-~ 
pie funds, | 

Public assistance. The medical services available to the people of 
New York State from public sources without charge and without reference to 
ability to pay, include annual medical inspection of school children at a 
time determined by the authorities, immunization against diphtheria and 
smallpox at public clinics conducted periodically by the health departments, 
and in.addition, in the State outside of New York City, the care of tuber- 
culosis in county tuberculosis hospitals, and the diagnosis and treatment 
of venereal disease. Although charges are often made to hospital patients, 
laboratory Service for the diagnosis of the communicable diseases. in non- 
hospitalized patients is usually available without cost and without proof 
of eligibility other than referral.by a_physician. Residents. of the State 
_ outside.of New..York City may, upon referral by a physician, obtain labora-~ 
tory service for the diagnosis of cancer, and biologicais for the preven-~ 
tion and treatment of communicable diseases, medical and hospital service 
in the diagnosis and treatment of RET and, in the rural areas, chila 
health supervision and orthopedic consultant service. In the case of ma-~ 
ternity care, and medical care and health supervision of infants under one 
year of age, the wives and children of members of the armed forces who are 
in the lower four ‘pay grades qualify without other proof of individual need, 

For all other types of medical. service, financial need must be estab- 
lished upon investigation by various official agencies ~ welfare and health 
departments, and childrens' courts. . In New York City, hospital and clinic 
care are provided chiefly. through the City Department of Hospitais. A few 
other cities provide hospital and sometimes clinic care through health de- 
partments, but outside of New York City a majority of services are pro- 
$ided “by welfare departments _pursuant.to the Social Welfare Law: 


Section 184. 1. The public welfare district shall he responsible 
for providing necessary medical care for all persons under its care, 
and for such persons otherwise able to maintain themselves, who are 
unable to secure necessary medical..care, The determination as to 
the medical care necessary for any person shall be made with the 
advice of a physician. 


Section 187.1. A public welfare district shall provide needed care 
for sick and disabled persons in a hospital maintained by the munici- 
pality or in any other hospital visited, inspected and supervised by 

the board.... 


29/ Limited to services which can be obtained at the State Institute for _ 


Malignant Disease operated.by.the New York State Department of Health at 
Buffalo. 


a 


All types of medical service are thus covered by some legal provision. 
However, necessary medical care may be narrowly or broadly interpreted 
as suits the authorizing agent. Dental care and health supervision are 
infrequently authorized, for example, and in New York City a conspicuous 
omission is the item of home calls by physicians to needy, non~relief 
cases, which is not provided by the Departments of Health, Social Wel- 
fare or Hospitals. 

Under the sections of the Social Welfare Law cited above, anyone who 
needs medical care may apply to a public welfare agency and submit to an 
investigation of financial need. The most recent figures ivatl ebieer 
are from studies made in the State outside of New York City in 193928/ , 
Of all applications for assistance in meeting the costs of necessary med- 
ical care, about 93 per cent were made by persons already in receipt of 
public assistance - Home Relief, Veteran Assistance, Old Age Assistance, 
Aid to Dependent Children, Assistance to the Blind, institutional or 
foster home care, but not work-relief - and 7 per cent by persons who 
were otherwise self-supporting, including work-relief (WPA) cases. Even 
persons on relief were not all accepted as public charges for hospital 
care received; 12 per cent of relief patients and 15 per cent of work- 
relief patients were required to pay part or all or the hospital charges. 

Of applications made by non-relief cases and decided upon during the 
one=month study period, 23 per cent were denied, The average monthly 
family cash ine cmeret was $53.63 for those accepted, in contrast to 
$84.32 for those denied. 69 per cent of those denied were considered 
able to pay from their own resources (savings, personal property, life 
insurance, etc, ) and the remainder by assistance from legally responsible 
relatives outside of their own household. or by some other Sekasee As 
shown in Table 16, it is the cost of hospitalized illnesses with which 
otherwise self-supporting families cannot cope and which forces them to 
apply for care at public expense. The non-hospitalized illnesses are 


50/ The repetition of a study similar to the one made in 1939 was approved 
_ by the Commission, but at the request of the State Commissioner of Social 
Welfare it was not carried out. 

31/ Family size averaged 4.3 persons for those accepted, 3.9 for those 
denied. In a small number of cases there were other sources of income 
such as free rent, board, fuel, light, milk and farm produce. 

32/ O38 per cent of the accepted group and 66 per cent of the denied group 
had monthly budgets higher than the relief budget. 

33/ In certain areas the patient is encouraged, although he may not legal- 
ly be required, to accept a loan from the welfare agency to be repaid at 

a later date. It is understood that such a loan cannot be collected by 
legal means, 
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Table 16. Type of Medical Care Authorized According 
to Relief Status, State Exclusive of New York City, 
November 1939£8 
Percentage of applicants 
Type of Care receiving indicated service 


Hospital care, ex- 
cept obstetrical 
Hospital care, 
obstetrical 
General practitioner 
Clinic care 
Specialist 
ther special ser- 
vices by physician 
Dental care 
Nursing care 
Drugs 
opliances 


either of a type that the patient may endure without care (although pos- 
sibly to his ultimate detriment), or they involve costs which are compara- 
tively small and which families are better able to meet. Economic condi- 
tions in relation to diagnosis were examined in that part of the study 
relating to discharged hospital ward patients, with the finding that hos- 
pital bills were assumed as a responsibility of welfare departments ina 
higher proportion of diseases of long duration than in diseases of short 
duration. ‘71 per cent of applications for hospital care of pulmonary tu- 
berculosis were accepted, and 58 per cent of those for cancer, but only 

39 per cent of acute appendicitis cases and 37 per cent of maternity cas- 
es, In general, public payment of hospital costs was accepted more readi- 
ly in urban than in rural areas. 

Similar detailed studies were not made in New York City, but the eli- 
gibility requirements seem to have been less stringent. In 1938-39 the 
standard for eligibility for hospital care was an income of less than 
142 per month for a family of 4 persons, and in 1944 the corresponding 
standard was $191. Families with incomes above these standards might be 
eligible for part-pay care, the amount of assistance granted depending 
upon income and duration of hospitalization, 

Shinanee HY Insurance or prepayment against the costs of medical 
and hospital care is a method that is being used on an increasing scale, 
It is based upon the fact that the average costs of care are predictable 


when applied to large numbers of people. Both profit and non-profit plans 


34/ Detailed descriptions of medical and hospitalization insurance plans 


in New York State are given in subsequent chapters. 
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are rather widely available in this State, Blue Cross non~profit hospi- 
talization insurance plans blanket the State, and two types of non-profit 
policies, one covering physicians’ services in surgical and obstetrical 
cases and one covering physicians’ services in hospitalized medical cases 
are, or will shortly be available in areas containing 92 per cent of the 
State's population. Few insurance plans of any type covering medical ser- 
vices in the home and office are available, the possibility of excessive 
use of service having made prospective sponsors wary of entering this 
fields! With rare and insignificant exceptions, policies of any type 
do not cover dental care, special nursing, visiting nurse service, drugs 
and appliances, or anything but a very modest allowance toward diagnostic 
tests. 

Medical insurance plans may be divided into two groups, service plans, 
in which the fee or rate paid by the plan to physician or hospital for a 
specified service constitutes the entire amount which either the plan or 
the patient may be required to pay for that service, and indemnity plans, 
in which the patient receives a stipulated amount for specified types of 
jllness or needed care, for which he may have to make additional payments 
to physician or hospital to cover the full cost. The private commercial 
insurance companies make payments to the patient, but the non-profit plans 
pay the indemnity to the physician or hospital. Non-profit hospitaliza-~ 
tion insurance plans are a mixture of service and indemnity, but chiefly 
the former, and extra charges are usually incurred only for certain diag- 
nostic tests, extraordinary drugs, and private rather than semi-private 
accommodations. In the early days, insurance against the cost of physi- 
cians’ services tended to be of the service type and contracts were sold 
only to those below a certain income level, perhaps $2,500 for a family. 
Next, a combination of service contracts for low-income families and in- 
demnity contracts for persons of all incomes tended to be offered, and the 
present trend seems to be toward indemnity contracts for all, 

Hospitalization insurance covers about 12 per cent of the average 
cost of all types of medical care (about 25 per cent if doctor and hospi- 
tal charges alone are considered), and medical insurance for surgical and 
obstetrical service and the care of medical cases in the hospital may 
cover another 12 per cent. Although these two types of insurance will 


pag helenae emer ~eneeee tie eet eee emia ene een en ee TY 
30/ Medical and Surgical Care, Inc. of Utica and Group Health Cooperative, 
Inc. of New York City recently discontinued policies of this type, and 

Western New York Medical Plan, Inc,, has restricted benefits and eligibil- 


ity. United Medical Service of New York City has recently begun a strict- 
ly limited experiment in this field. 
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cover only one-fourth of the total average expenditure for medical oereoe 
they meet the items of care which are most likely to come without warning 
and to entail large and immediate costs. 

Although medical and hospitalization insurance is said_to be "“avail- 
able" to persons in areas where plans are in operation, its availability 
is limited by two rather important factors, First, because enrollment is 
voluntary the plans must guard against issuing policies to people who anti-~ 
cipate immediate medical and hospital services more costly than the initial 
premium. - Also, caution must be exercised against enrolling persons who may 
anticipate no immediate need but who are poor risks because of chronic or = 
underlying illness, The aim of the plans is to obtain a group of subscrib- 
ers who correspond as closely as possible to the general population or who 
have an even lower probability of illness. As a result, the great bulk 
of enrollments must be on a group basis - e.g., not less than 60 per cent 
in an establishment of 50 employees, or 50 per cent of the inhabitants of 
a given community, the percentages varying with the type of plan and the 
total membership. As the hospital service plans have increased in member- 
ship on a group enrollment basis, they have found it possible to take on 
some added risk by issuing individual policies because the risk is diluted 
in the great reservoir of favorable risks obtained by group enrollment. 
Either by refusing enrollment or by excluding care of pre-existing disease 
from benefits, the financial hazard of the less favorable risks is minim- 
ized. Thus, coverage by voluntary insurance is difficult to obtain in the 
ease of the self-employed, irregularly employed, employees in small estab- 
lishments, old persons and those having physical infirmities, this being 
much more pronounced in the case of medical than of hospitalization insur- 
ance, 

The second important limitation is with respect to the premium. It 
has been shown previously that the individually incurred fees of physicians, 
dentists and, to some extent, hospital charges, are graded in accordance 
with ability to pay, but this does not seem possible with voluntary medi- 
cal Sasacramiasted For the low-income family, the same volume of care re~ 
ceived through an insurance plan may be more costly than if purchased on | 
a pay-as-you-go basis, 


36/ Even comprehensive insurance plans do not propose to cover drugs and 
appliances, special nursing, complete dental care ~ i.é., they would cover 
no more than 50 to 60 per cent of total medical expenditures, 

37/ The Health Insurance.Plan of Greater New York first announced its in- 
tention of issuing policies, the annual cost of which would be about 4 per 
cent of the.first $5,000 of annual income. It has been learned recently, 
however, that policies will provide for a uniform premium, and that any 
grading of charges which may be made will be an irternal responsibility 

of the group of subscribers enrolled in such plan. 
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In Table 17 there are presented calculations which illustrate how 
costly medical insurance may be, in a relative sense, to low income fami- 
lies, In the table, which covers only physicians', dental, hospital, x- 
ray and laboratory service and eye care,and omits special nursing, visit- 
ing nursing, drugs, appliances, physiotherapy and the services of non- 
medical practitioners, Column 1 shows the expenditures per family for 
services in the volume and at the unit costs obtaining in the period 1928- 
31. As indicated in Column 2, in such circumstances, the lower income 
groups must devote nearly twice as great a proportion of income to obtain 


about one-half as much medical care as the higher income groups. 


Table 17. Amount and Percentage of Family Income Required for Medical 
Care Under Various Methods of Payment. 


Graded ser-~ Full service Full service on 
vice at grad- at graded insurance basis 
ed fees&a/ feesb/ ii o 
Income Per Per cent Per Per cent Per cent 
fam- of in- fam- of in- of in- 


Under $1,000 
1,000~1,999 
2, 000-2 ,999 
3, 000-4,999 
5,000 or more 
Total 


Explanation of table: Families are distributed by income groups in the 
percentages that obtained in 1942, Family size is taken as 4.0, 3.9, 3.8, 
5.7, and 5.6 for the income groups, in ascending order. 

a/ Based on services received and cost per service for the respective in- 
come groups, as Shown in Table 14, 

b/ Based on services received by $5, 000-9, 999 income group, and cost per 
service for the respective income groups, as shown in Table 14. 

€/ Based on average cost of care as shown in Column 3, exclusive of admin- 
istration and similar costs, 


Column 3 shows the per family expenditures that would be necessary 
if in each income group a volume of service judged adequate by reason of 
being equal to that obtained by the $5,000-9,999 group were obtained, but 
were paid for at rates graded in relation to financial ability, according 
to the customary practices of physicians, dentists, hospitals, etc. In 
these circumstances, the proportion of family income required is even more 
disproportionate. 


Column 5 shows the cost of service in a volume equal to that of the 
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$5,000-9,999 group, if obtained on an insurance basis,— and Column 6 
shows the percentage of income that would be required. Insurance presents 
a distinct financial advantage to those earning more than $2,500 per year, 
since they can obtain adequate care at less than the average cost which 
they are accustomed to pay. For the lower income groups, the percentage 
of family income required is so great as to be prohibitive. 

It appears that voluntary insurance is limited in its usefulness be- 
cause premiums are not graded according to income. One device that has 
been adopted to overcome this has been to persuade employers to bear a 
share, usually one-half of the cost of the insurance. For a voluntary 
plan which does not embrace all of the people, this seems to be a very 
satisfactory method, since it results in a slight increase in the cost of 
the employer's goods or services which is spread out among all consumers, 
insured and otherwise, I1f, however, a voluntary plan embraces essentially 
all of the population and an increase in the price (roughly equivalent to 
the effect of a general sales tax) of all goods and services results, the 
lower income groups will ultimately contribute directly and indirectly, a 
percentage of income as great or greater than that shown in Column 6 of 
Table 17. 

Other methods. Industrial and labor unions plans provide prepayment 
methods of paying for medical care which are similar to insurance plans. 
In certain industrial plans, the employer may provide at his own expense 
all medical care for his employees and their dependents. Other industrial 
plans vary according to services provided, proportion of cost paid by the 
employer, and the coverage of dependents. Some unions, such as the Inter- 
national Ladies Garment Workers Union, maintain their own system of medi- 
cal service for members, Recently, a number of labor unions have negotia- 
ted contracts which bind the employer to pay to the union a certain per- 
centage of his payroll, which the union uses for medical and other welfare 
purposes, All plans which depend upon contributions by employers are lev- 
ies upon the incomes of those not covered by such plans, and may be ex- 
pected to result ultimately, as they grow numerically great, in a system 
whereby the lower income groups of the general population pay dispropor- 
tionately greater amounts of their income for medical care. 

- Medical care may also be paid for by persons or organizations legally 
responsible for certain persons or groups. The provision of medical care 


38/ The figure of $102 is, of course, less than these services would ac~ 
tually cost, being equal only to the cost of medical care exclusive of 
dental care. 
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for veterans is an example of public responsibility. Another example is 
found in Workmen's Compensation laws which require employers to pay for 
disease and disability acquired by workers in connection with their em- 


ployment. 


CHAPTER IV 
THE PATTERN OF MEDICAL CARE IN NEW YORK STATE 


Types of Service or Programs 


The pattern of medical care in New. York State is extremely complex 
with respect to type of service, eligibility, administration and responsi- 
bility for payment. Table 1 presents a descriptive compilation of the 
more important types of service. These have been divided into eight main 
groups: 

1. Public medical care programs required of governmental agencies, 
financed by general taxes, and from which everyone may benefit 
according to need and without respect to economic status. This 
group includes the medical inspection of school children (adopted © 
1913), the care of tuberculosis patients in county tuberculosis 
hospitals (adopted 1943), and the diagnosis and treatment of ven- 
ereal disease in the State outside of New York City (adopted 1945). 
The recent adoption of the programs for free care of venereal dis- 
ease and institutionalized cases of tuberculosis may or may not 
be indicative of a trend toward the provision of medical care for 
everyone from general tax funds, it being probable that both the 
necessity of preventing the spread of chronic communicable diseases, 
and the desirability of preventing chronic invalidism, poverty and 
financial dependence by relieving individuals and families of the 
heavy expenditures for the treatment of these diseases, were taken 
into consideration in enacting the laws, 

2. Public medical care programs required of governmental agencies, 
financed by general taxes, and from which only certain classes 
of persons may benefit. The services in this group are for the 
greater part available only to those who undergo an investiga- 
tion of economic status and are judged to be unable to pay for 
needed service, In some programs, however, a means test has 
been dispensed with because an overwhelming majority would be 
found eligible if a means test were applied. This is illus- 

_ trated by the Emergency Maternity and Infant Care Program for 
wives and infants of servicemen in the lower four pay grades, 
studies having shown that 95 per cent would be unable to pay. 
Hospital care of veterans for non~service-connected disabilities 


would seem to fall in this meee of 


17 The care of Service-connected disabilities of veterans is a matter of 


public liability. Hospital care is provided to veterans for non-service-~ 
connect@d disabilities on the basis of a means test which is little more 


than a formality. 


Table 1. Compilation of Various Types of Medical Care Availeble to Residents of New York State, With Respect to Type of Service, 
Eligibility, Administration and Responsibility for Payment. 


Responsibility 
Type of service or program Eligibility for care Administration for payment 


1. PUBLIC MEDICAL CARB REQUIRED BY LAW - FINANCED BY GENERAL TAXES - EVERYONE MAY BENEFIT 


children tion or health 
outside of New York Cit 
ener Sease diagnosis and tyeat- Residents of State outside of 
ment, outside of New York City New York City 


2. PUBLIC MEDICAL CARE REQUIRED BY LAW ~ FINANCED BY GENERAL TAXES - CERTAIN PERSONS MAY BENEFIT 


Hospital care of veterans for non- Veterans unable to vay Federal Veterans! Ad Federal 
service connected disabilities ministration 


Maternity ant care for Wives anc intents of service- ate Hea Depart- As above 
io} 


ents of low-paid servicemen nen in lower four pay grades ment 


reatment oF narcotic addiction ederal orisoners and seiectec U. 5. Public Health 8 above 
voluntary patients Service 


Vocational rehab ation ersons physically or mentally _ State Education Federal and State 
(including medical care for rehabil- handicanned for emmloyment and Devartment 
itation) unable to p 


} 2 p ndigent as determined by local ccal welfare Federel, State and lo- 
Assistance, Aid to Blind and Aic to welfare department devartment cality 


Dependent Children cases 

edical care for Home Relief, Veterans Local welfare State and locality 
Assistance and other needy cases department ss 

Hospital care for Home Relief, Veterans As above, and departments of elfare, health or ocality 
Assistance and other needy cases health or hospitals in certain hospital departments 


cities 


Physically handicasped children's care Unable to pay as judged by State and county 
children's court judge Department 
Doliomye S$ care Unable to pay as judged by State, and county or 
local health officer Department New York City 


Mental hospital care ndigent as determined by State Department i ee 
Department of Mental Hygiene Mental Hygiene 
iberculosis clinic care Knyone referred by physician State, county or ate or locality 
Care in brool: State erculosis Unable to pay, as determined State Hea 
hospital by hospital superintendent Department ii... ee 
are in State tuberculosis hospitals, ndigent as determined by S above ounty 
outside of New York City local welfare department 


3. PUBLIC LIABILITY MEDICAL CARH, REQUIRED BY LAW - FINANCED BY SPECIAL PAYMENTS ~ CERTAIN PERSONS MAY BENEFIT 


Workmen's Compensation care Occupational disease of State Department of Employer 
selected eroloyees Labor 


hospitel ond clinic care of veter- eterans with service- Federal Veterans! Federal 
ens for service-connected disability connected disabilities Administration 
+e PUB MEDICAL CARE PERMITTED BY LAW - FINANCED BY GENERAL TAXES - EVEKYONE MAY BENEFIT 
School nursing service Public, and mony other school Local board of edu- Locality 
children cation or health 
Dental care of school children 
Residents ocel health As above 
departments 


PUBLIC MEDICAL CARE PERMITTED BY LAW ~ FINANCED BY GENERAL TAXES - CERTAIN PERSONS MAY BENEFIT 


Public health mursing service Residents referred by physi- State and local State end/or locality 
ciens health devartments 


Diegnosis and treatment of cancer Residents of State outside o Stete Health State 
New York City referred by vhy- Department 
sician 
cable disease 
ate Loboratory service 
Drugs and ologicels for communi- Unable to vay, as determined (ey ealth ocality 
cable disease by attending physician department hoo ee 
eboratory service other than State AS above os | State and/or locality 
mild health supervision A oc ealth Federal and/or State 
devartment end/or localit 
Dental care for non-school (or school) 
children 


] e As above As above 
dentist 

— 
clinic 


nild guidance service Unable to nay, as determined State Department 
by attending vhysicien or Mental Hygiene 
social agency 


al 


ommunicable, venereal disease, Unable to vay, as determined State and/or locality 
orthopedic and other consultations by attending physician 
General hospital care ndigent as determined by ocality 

hospitel 

6. PRIVATE MEDICAL CARE FINANCED THROUGH PRIVATE PHILANTHROPY 

General ond special hospital, clinic Unable to pay, as determined 
and dispensary care by private agency 
Visiting mrse service ks _above 

dependents 


7. PRIVATE MEDICAL CARE FINANCED THROUGH MUTUAL BENEFIT ASSOCIATIONS 


Menbers Cooperative Menbers 


8. PRIVATE MEDICAL CARE FINANCED INDIVIDUALLY 


All types of care, direct service Anyone Individual or pre- Individual 
and insurance payment agency 


Note: Certain minor exceptions and qualifications have been deliberately omitted from this table in the interest of simplicity 
and, it is believed, without detracting from the main purpose of the table, which is to present a general descriptive picture. 
All programs are described in detail elsewhere in this report. 


All types of care 
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In other categories, a means test is applied by different 
agencies and according to differing standards. In general, the 
public welfare departments, which are responsible for providing 
the more ordinary types of service, employ standards which are 


relatively less generous than those employed by health, hospital 


. and education departments and judges, who are responsible for 


determining eligibility under programs having a broader scope, 
e.g., the amelioration of conditions which handicap the individ- 
ual for education or work. 

Public liability medical care programs required by law, financed 
by special payments, and from which only certain persons may 
benefit. . Workmen's Compensation is a specialized type of lia- 
bility program which by special law fixes upon the employer the 
responsibility for providing medical care to employees for acci- 
dents and illnesses attributable to the work performed for that 
employer. The care of veterans for service-connected disabili- 
ties is another example of a public liability medical care pro- 
gram. 

Public medical care programs permissive for governmental agen- 
cies, financed from genera] tax funds, and from which everyone 
may benefit according to need and without respect to economic 
status. There are relatively few programs in this group. They 
include nursing care and dental service for school children, and 
immunization of all persons against communicable diseases. Al- 
though permission to operate such programs is of long standing, 
they have exhibited but a slowly increasing acceptance by local- 
ities. 

Public medical care programs permissive for governmental agen-~ 
cies, financed from general tax funds, and from which only cer- 
tain classes of persons may benefit. The services in this group 
are for the greater part available only to those persons who 
meet a sort of means test, i.e., whose financial need is deter- 
mined by the attending physician. Fran all indications, a phy- 
sician is likely to be much more liberal in his determination 

of eligibility for the types of free care covered in this group 
than is a governmental agency in respect to eligibility for 
hospital and general medical care. This liberality is perhaps 
influenced by the fact that most of the services are in the form 


of nursing and diagnostic services, and the provision of biologi~ 
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cal preparations and certain drugs,which enable the physician to 
render better care to the patient. They not only do not deprive 
the physician of his patient but they render the patient better 
able to pay the physician. Also, this type of care is more readi- 
ly sought by patients than hospital and medical care provided by 
official agencies, since the application of the so-calléd means 
test by the physician is so informal that often the patient is 

not even aware of it. The services rendered thus tend to escape 
the stigma of charity by being viewed as aids to the physician 

as much as aids to the patient. 

6. Private medical care financed through private philanthropy. The 
programs in this group benefit persons who are rather carefully 
investigated and found unable to pay the full cost of service; 
in fact, eligibility for free or part -pay clinic care is restrict- 
ed by law. The types of care provided are usually limited to hos- 
pital, clinic and visiting nursing care; home care by a physician 
is rarely included. 

A considerable amount of free care, chiefly of the clinic 
variety, is provided to employees by employers to improve indus- 
trial efficiency, to reduce time absent from work, and to meet in 
part their obligations under the Workmen's Compensation Law. This 
type of care perhaps should be characterized as a condition of em-~ 
ployment rather than philanthropy. 

7, Private medical care financed through unions, associations of em~ 
ployees and othér mutual benefit dod neh ane This type of 
program seems to be on the increase, especially in employee groups, 
because there is an increasing tendency on the part of employers 
to contribute a substantial part of the cost, either independently 
or pursuant to a contract with a labor union. 

8, Private medical care financed individually. This group, which 
includes care paid for either directly or by insurance methods, 
and on personal initiative or legal responsibility, is the tra- 
ditional form of service and the one most important quantitatively. 


2/ It appears that the provision of medical care must be an incidental pur- 


pose of the association since, with reference to Section 10 of the Mem- 
bership Corporations Law, it was stated that "An association cannot be in- 
corporated under this section for the purpose of furnishing free medical 
services to its sick and needy members." Op. Atty. Gen., 1925, 35 St. 
Dept. 285. 
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Cost of Services or Programs 


Detailed estimates of expenditures for physicians’, dental, nursing, 
laboratory and hospital services, in total and under public medical care 
programs and through insurance organizations are presented in the follow- 
ing chapters. In this section, they are brought together to present a 
composite picture. Because information was obtained from the recipients 
of payment for service rather than those paying for services, it was not 
possible to obtain figures for certain items - drugs and appliances, op- 
tometrists' services, etc. The individual data are as exact as it has 
been possible to make them, Because the figures for public expenditures 
and for payments through insurance related to the years 1944 or 1945, and 
because the figures for total payments were available only for 1941 or 
1942, it has been necessary, as described in-Chapter IX, to adjust the 
figures for total payments upward by about 15 per cent to 30 per cent in 
order that all figures might correspond to the period 1944-45, 

Tables 2 and 3 summarize the date in respect to type of service, 
source of funds and methods of payment. Approximately $525 million is 
is spent annually for physicians', dental, nursing, laboratory and hospi- 
tal services, of which 75 per cent is from private funds, 20 per cent from 
public funds and 5 per cent under Workmen's Compensation. The source of 
funds varies markedly with type of service, ranging from 92 per cent pub-~ 
lie funds for mental hospital care to less than 1 per cent public funds 
for private-duty and practical nursing care. 

Of public funds, 88 per cent is spent for hospital care, and less 
than 5 per cent for physicians’ and dental services. Of private funds, 
only 24 per cent is spent for hospital care, and 70 per cent is spent 
for physicians’ and dental services. 

Table 4 shows the percentage of private expenditures made through 
insurance or prepayment methods, 2 per cent of payments for physicians' 
services, 24 per cent of payments for general hospital services, and 23 
per cent of payments for visiting nurse services are made through insur- 
ance, prepayment or related methods. Tables 5, 6, 7, 8, and 9 present 


more detailed analyses of expenditures of the various types. 
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Table 2. Estimated Annual Expenditures for Physicians', Dental, Nursing, 
Laboratory and Hospital Services, by Type of Service and Source of Funds, 
New York State, 1944-45 a/ 


f | Workmen's 
rype of service Public Compensation Private b 


Total amounts (millions 


Visiting e/ 
Other 
Hospital 
General f/ 
Mental 
. Tuberculosis 
Laboratory 4/ 


Total 


26.175 595.128 529.855 


Percentage distribution by source of funds 


Physicians’ ¢c 89.4 100.0 
Dental 98.9 100.0 
Nursing d/ 

Visiting e/ 23.9 100.0 

Other 99.1 100.0 
Hospital 

General f/ 63.0 100.0 

Mental 767 100.0 

Tuberculosis 1742 100.0 
Laboratory d/ 28.9 100.0 
Total ts Oe oe Be ie OO per ed ps ak ee 


a/ Figures are mutually exclusive. 

b/ Includes expenditures by organized philanthropies. 

c/ Exclusive of payments made as a part of hospital or laboratory service, 
which are included in figures for such services; also exclusive of pay- 
ments for services as health officers, teachers, etc. 

a/ Exclusive of nursing provided as a part of hospital service. 

e/ Combines bedside care and health instruction. 

f/ Includes nursing home care paid for from public funds, in the amount 

of $0.839 million. 
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Table 3. Distribution of Estimated Annual Per Capita Expenditures for 


Physicians’, Dental, Nursing and Hospital Services, by Typg /of Service 
and Source of Funds, New York State, 1944-45— 


Per capita exp 


enditures 


Workmen's 


Type of service Compensation 


Visiting 
Bedside care 
Health instruction 

Other 

Hospital e/ 

General 

Mental 

Tuberculosis 


Physicians’ c/ 
Dental 
Nursing d/ 
Visiting 
Bedside care 
Health instruction 
Other 
Hospital e/ 
General 
» Mental 
Tuberculosis 
Laboratory d/ 


Total 100.0 100.0 


a/ Figures are mutually exclusive. 

b/ Includes expenditures by organized philanthropies. 

¢e/ Exclusive of payments made as a part of hospital or laboratory service, 
which are included in figures for such services; also exclusive of pay- 
ments for services as health cfficers, teachers, etc, 

ad/ Exclusive of service provided as a part of hospital service, 

e/ Includes nursing home care paid for from public funds in the amount of 
he million. 
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Table 4. Estimated Percentage of Private Medical Expenditures 
Through Prepayment and Other Insurance Methods, New York State, 
1944-45 
Prepayment b 
Type of Total a/ Amount 
service (millions) (millions ) Per cent 
Physicians ¢ $187. 8 . 8,750 


Nursing d/ 
Visiting : .415 e/ 


Other ‘ = 
Hospital 

General 3 20,858 

Mental 2 = 

Tuberculosis ~ 


595.188 eee 


a/ Includes payments by puictanknschis agencies, 

b/ Includes all private (commercial) and other voluntary - indus- 
trial and union, medical and hospitalization insurance plans. 
Does not include dental benefits of such plans (which are very 
few), or hospitalization for tuberculosis or mental disease 
(which is negligible in amount). 

e/ Exclusive of payments made as a part of hospital or labora-~ 
tory service, which are included in figures for such service. 
G/ Exclusive of service provided as a part of hospital service, 
e/ Paid by life insurance companies on behalf of holders of 
life insurance policies. 


Table 5. Estimated Annual Expenditures for Physicians’ Services, New . 
York State,1944=45 (In Millions) 


Per cent 
_of total | 
Eg eet 


Program and source of funds 


1. PUBLIC FUNDS a/ i 


Public welfare medical programs 

b. Emergency Maternity .&« Infant Care Program 

c, School medical inspections 

d. Venereal disease treatment 

e. Crippled children's program 

f. Cancer clinic service 
2. WORKMEN’ S COMPENSATION 
a. Insurance, private (commercial)plans 
b. Insurance, non-profit plans 
c. Individual arrangement 
4, UNCLASSIFIED © 4,54 


[820,000 | 160.06 


a/ deolusive of health officers’ salaries and fees, physicians in public 
tuberculosis, mental and veterans hospitals. 

b/ Estimated. Includes health officers’ salaries ($1,375,000), and pay- 
ments to teachers, administrators, coroners, hospital radiologists, anes~ 
thetists, etc. Perhaps 50 per cent or more of this amount is included 
in hospital figures. 


8,35 
85. 34 
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Table 6. Estimated Annual Expenditures for Hospital bb¥vices 2 Siew ork 
State, 1944-45 (In Millions) 


Type of program & 
source of funds _ Generate’ culosis Menta1s/ 

SG 2) Oa BS WORT BLE-200 11 B50. 850 199 
a. General public funds d/] 
b. Public welfare 
ce. Veterans Administration 
ad. EMIC 
e. Crippled children 
f. Cancer hospitals — 


SS Te ROR aR 


a. Insurance, private 
(commercial) plans&/ 
b. Insurance, consumer ,and 
industrial ‘plaiel/ 
c. Insurance, Blue Cross°/ 


d. Individual arrange 


a/ Includes all hospitals, denna a and ‘0. 839 million for nursing home 
care paid for from public.funds. Also includes payments to salaried phy- 
sicians in hospitals, 

b/ Excludes departments of institutions. 

¢c/ Excludes schools for the mentally deficient. 


a/ Excludes $2.5 million estimated to have been received from public wel- . 


fare departments. 
e/ Includes only sums paid out to hospitals. 


Table 7, gvstimated Annual Expenditures for Dental 
Services,— New. York State, 1944-45. (In Millions) 


Type of program and Per cent | 
source of funds Amount _of total 

1. PUBLIC FUNDS 1.07 
a. Preschool chiidren 203 
b. School children 279 
ec. Public welfare Py) 


2, PRIVATE ~ "97, Be | 
3. UNCLASSIFIED __ 0. Lod 
OTAL | 90,000 - | 100.00 _ 


a/ Includes services of dental hygienists, and costs 
of dentures, 

b/ Includes payments to teachers, dentists in employ 
of clinics, hospitals, etc, 
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Table 8, Estimated Annual Expenditures for Nursing Services 2! 


Bedside care 


b. School nurses 
Bedside care 


ce, Public welfare c/ 
Bedside care 

e. Orthopedic nurses 

f. EMIC nursing 


Bedside care 


Bedside care 


ad. Practical wuseontl 


Health instruction, 


a. Health department nurses 


Health instruction, etc, 


d. Visiting nurse agencies (private) 


Health instruction, etc, 


a. Visiting nurse agencies (private) 


Health instruction, etc. 
b. Health department nurses 


Health instruction, etc. 
c. Registered nureepy private auty2/2/ 


30. 738 100.0 


etc, 


New York State, 1944-45. 


a/ Does not include expenditures for nursing as a part of hos- 
pital service, but does include private-duty nursing in hospi- 


tal. 


b/ Estimated; 15 per cent of national total. 
c/ There may be some duplication of amounts received by visit- 
ing nurse agencies for care from public funds. 


Table 9. Estimated Annual Rinna tures for Laboratory Services 2 New 


York State, 1944-45. 


Source 
of funds 


Public 
Private b 


a/ Includes only examinations on behalf of individuals, and excludes ex~ 


aminations of milk, water, 
part of hospital services, 


etc, 


etc. 


Amount 
(millions) 


Does not include services provided as a 


b/ Includes estimate for New. York City based on date for rest of State. 
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CHAPTER V 

- PUBLIC MEDICAL CARE 
(MATERNAL AND CHILD HEALTH SUPERVISION, EMERGENCY MATERNITY AND INFANT 

CARE PROGRAM, DENTAL SERVICE FOR PRESCHOOL CHILDREN, SCHOOL HEALTH SER- 
VICE, PHYSICALLY HANDICAPPED CHILDREN, PUBLIC HEALTH NURSING AND LABORA- 

. TORIES ) 

Definition and Scope 

The purpose of the chapters on public medical care is to describe the 
medical programs and facilities which are financed by public moneys which 
provide medical services directly to the individual. Services supplied 
chiefly as community protective measures, e.g., sanitation, immunization 
against communicable diseases, health education, etc., have been largely 
excluded. As indicated in the chapters on the pattern of medical care in 
New York State, the number of programs and agencies involved is great and 
their functions are interlocking and sometimes overlapping, which prevents 
rigid grouping by type of program or administrative agency. In the sec- 
tions that follow, some continuity is provided by juxtaposition of pro- 
grams related in type of service. 

In the study of public medical care programs an effort was made in 
each instance to obtain a brief description of the objectives of the pro- 
gram, the legal basis for it, the regulations governing eligibility of 
persons for the services provided, the volume of service rendered, the 
amounts and methods of payment, and the source of funds. Each agency 
supplying data was asked also to comment on the adequacy of the service and 
of its financial support, and to suggest legislative action that might help 


to make the program more effective. 


Maternal and Child Health Supervision 
In the field of maternal and child health a distinction is ordinarily 


made between supervisory services provided to apparently well persons, 
such as instruction of the individual in diet and hygiene, examination for 
detection of abnormalities, etc., and the treatment of disease, correction 
of defects and the delivery of infants. This section is largely confined 
to the health supervisory services, which are administered chiefly by de- 
partments of public health and education. 

Recognition of the interest and responsibility of the State in ma- 
ternity and child health led to the creation in New York State in 1913 of 
the first State division of child hygiene. The function of New York State 


in this field has been one of supervision, consultation, guidance and en- 
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couragement to the localities to handle this problem themselves. As ac- 
ceptance of the importance of this program developed, Federal funds were 
made available in 1923 to assist the State in this see of 
Authority for State activity in child welfare for the State is af- 
firmed in the State added bakin 2! which assures the right of the Legis- 
lature to provide for health and welfare services for all children, either 
directly or through subdivisions of the State. The Legislature has used 
this power in the Public Health Law, Sections 18-b, 18-c, 19 and 19-d, 
which delegate to the State Commissioner of Health the function of cooper- 
ating with and stimulating local agencies, public and private, to adopt 
measures to safeguard motherhood, save infant life and prevent diseases 
and defects of childhood. The Commissioner is responsible for the super- 
vision of any local programs which receive State aid granted under Sec- 
tion 19-f for establishing and maintaining clinics for these purposes. 
The New York City Charter likewise recognizes the responsibility of the 
City for providing for maternal and child health. 3/ 
Prenatal health supervision. Today, almost all prenatal health sup- 
ervision is rendered in hospitai out-patient departments, or by private 
physicians, in accordance with the belief of public health officials that 
‘prenatal care should be rendered by the medical service which is respon- 
sible for delivery and post partum care, and that a necessary part of such 
care is the aa ie of hospital beds as needed in any phase of the ma- 


oe 


ternity cycle. Such service as is provided from public funds is given 


through clinics manned by physicians paid on a salary or per-session basis. 

Outside of New York City, 17 prenatal clinics were operated by health 
departments in 1944, of 

Table 1. Cost of Operation and Source of 

Funds of Publicly Financed Prenatal Clinics, Mbdah 3S Mee 2D Se 


New York State, 1944. and 4 in counties, the 
| Cost of | Source of funds ~ 


Area operation | State | Local : latter being financed 


|New York City Es $2, ste a S O | $2,170: jointly by State aud. 
Rest of State 656 | Bare 55203 
Entire State 


county. Exact figures 


| 9s = p) 7,401 
a/ Data incomplete are not aveileble as to 


1] At present, Federal funds are available under the Social Security Act, 
Title V, Part 3, through grants-in-aid administered by the U.S. Children's 
Bureau. The State Putlic Health Law, Secticn 19-c, empowers the State 
Health Department to edminister such funds. 

2/ Article VII, Section 9. 

3/ Section 556. 

q/ Report to Commission by State Health Department. A similar view is ex- 
pressed in the New York City Health Departmerit 1938 Annual Report, Health 
for New York City's Millions. 
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service rendered, since in the records of the State Health Department there 
are included the activities of 4 clinics operated by visiting nurse assoc- 
iations and 2 by industries. Including these non-official clinics, 1515 
persons made an average of 3.7 visits each. The cost data shown in Table 
1 for the State outside of New York City apply only to 9 of the 17 health 
department elinies.’ It is probable that the cost per visit averaged 
between $1.50 and $2.00. 

In New York City, the system of prenatal clinics maintained by the 
City Health Department has been almost entirely discontinued, only 5 clin- 
ics being operated in 1944, 832 patients averaged 4 visits each, at a 
total cost of $2,178 (see Table 1) and an average cost of $0.66 per visit. 
The great bulk of publicly financed prenatal health service is furnished 
by the out-patient departments of the public hospitals.” 

Child health supervision. This program centers around the operation 
of clinics manned by physicians paid on a salary or, more frequently, a 
per-session-basis. Aside from immunization against communicable diseases, 
little medical treatment is given to the child. As a rule, the visit 
consists of examination of the child by a physician in the presence of 
the parent and a public health nurse, at which time general health instruc- 
tion is given and the parent's attention is called to defects to be cor- 
rected through the parent's own resources, or througn public or private 
charitable agencies if the parent is unable to pay. The public health 
nurse maintains a record of the defects found and endeavors through peri- 
odic visits to the child's home, and in the case of a needy family through 
her contacts with various resources of free or low-cost medical care, to 
persuade and assist the parent to have the child's defects remedied. At 
the child health clinics (or child health conferences, as they are usually 
called to indicate the large proportion of health teaching to medical treat- 
ment) which receive State funds, a dental hygienist is usually present to 
clean and examine the child's teeth and give instruction in dental health. 
In addition, individual or group demonstrations of some of the more home~ 
ly aspects of child care, and talks on nutrition, etc. may be given to 
the parents by the public health nurse in attendance. 

The data furnished by the State Health Department for the State out-~ 
side of New York City include some clinics financed by non-official agen- 


5/ These agencies held 644 clinic sessions at 15 clinics in 

cities, Data on the number of visits made to these clinics are not 
available. 

6/ 108,018 visits were made to the obstetrical and gynecological clinics 
of New York City public hospitals in 1944. 
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cies such as local public health committees, visiting nurse associations, 
industries and other groups. However, a majority of the clinics out- 
side of hospitals are conducted by health departments, In 1944 there 
were 315 child health clinics operated in 248 communities in 37 coun- 
ties of the State excluding New York City (see Figure 1). These clinics 
usually admit only children who have been referred by, or whose attend- 
ance has been approved by, the private family physician. Such referral 
or approval implies that the private physician considers the child or 
family financially eligible for free care of this type. Clinics re- 
ceiving State funds are supposed to be open to all children from birth 
to 6 years of age regardless of financial status, but the usual (although 
not uniform) practice of requiring referral by a physician serves as.a 
sort of means test, although it may not be required for this purpose, 
Referral by a physician is considered desirable in order that recommenda- 
tions for correction of defects, etc., may be transmitted to a designated 
physician, and in order to lessen the possibility of having a child un- 
der the observation of two different physicians at the same time, with- 
out either being aware of what the other is doing. 

Table 2. Child Health Clinics, Number of 

Clinics, Visits, and Individuals Seen, 


New York State, 1944, 


Individuals 


Rest of State 315 99,2164 21,6124 
Entire State O77 = 414,516 120,759 | 
a/ In addition, 24,348 children were immunized 
against smallpox and 26,605 against diphtheria, 
b/ Exclusive of 107,698 visits where only a 
nurse was seen. 

c/ 38,243 visits by infants and 50,904 by pre- 
school children. 

a/ Data incomplete. 

Note: The average number of visits per indi- 
vidual varies greatly throughout the State, 
depending on the frequency of the clinics. 
Several clinics hold less than one session 

a month, while others hold sessions one or 
more times a week. 


Area 
New York City 


The number of individuals seen in child health conferences and the 
number of visits made are shown in Table 2 / Data on cost of service 
are available only for 253 clinics conducted by official health agencies 


in 191 communities as indicated in Table 3,8/ 


7/ Data on number of clinics, number of viSits and number of individ- 


uals is understated, as returns for several communities are incomplete. 
8/ Service data for the corresponding clinics were not available separ- 
ately. 
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Table 3. Cost of Operation and Source of Funds of Selected 
Child Welfare Clinics in New York State, 1944 


Source of funds 
rn 
Ate re state piblie Private] re 

5 728 78,161 ¥: 133 il be "64, 743 "1 fire 
Ce ae 


499,475 | 5,523 |11,284)| 481,667} 1,001 


The New York State Health Department evaluates services in the State, 
outside of New York City, as follows: 


Twenty of the fifty-seven upstate counties have no child health clin- 
ic service, The service that is provided in the other thirty-seven 
counties is believed to be inadequate in amount and distribution to 
meet the need for continuous medical health supervision of all chil- 
dren unable to purchase this service, 


The New. York City program provides, through 62 clinics located as 
shown in Figure 2, complete pediatric supervision for well infants and pre- 
school children with a view to maintaining their health and educating their 
parents as to proper care. The volume and cost of clinic services are in- 
dicated in Tables 2 and 3. In addition to the usual content of a child 
health conference, 24,348 children were immunized against smallpox and 
26,605 against diphtheria. During the year, immunization against whoop- 
ing cough as early as 6 months of age, if possible, was adopted as a rou- 
tine procedure for all City clinics, 

The New York City Health Department comments on its service as fol- 
Lows: 


The child health service is doing an adequate job within the present 
limitations of its budget. It is urgently necessary that physicians’ 
salaries be raised to a level high enough to require that physicians 
have excellent training in pediatrics and to assure attracting the 
interest of physicians who are either eligible for licensure by the 
American Board of Pediatrics or who are already diplomates of the 
American Board. It is essential that this division have ready access 
to a qualified medical social worker who can act as liaison between 
our child health stations and community social agencies, As regards 
eligibility, it should be made clear that well child supervision is 
freely available to all the taxpayers of the community without re- 
gard to financial status, In such a case it will be necessary to 
broaden and expand the amount of service now rendered to take care of 
large segments of the middle income group who would be interested in 
using child health stations. Eventually, it will be necessary to in- 
augurate at least as a pilot experiment, diagnostic and therapeutic 
services for children as part of our present well child supervision, 
to ensure continuity of medical care. At no time should any payment 
be required for any of the services rendered under the present pro- 
gram , 
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FIGURE 2. LOCATION OF CHILD HEALTH STATIONS OF THE NEW YORK CITY DEPARTMENT OF HEALTH, 1945 


@ carm weaur: starton 
(@) CHILD HEALTH STATION IN HEALTH CENTER 
fy *2¥ STATION ScHEDULED 10 OFEN 


- Y. State Commission on Medical Care 
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Emergency Maternity and Infant Care Program. 

The Emergency Maternity and Infant Care Program (EMIC) was set up by 
the Federal government in 1943 to provide, wholly at Federal expense, ma~ 
ternity and infant care to the wives and infants of persons on active duty 
in the lower four pay grades of the armed forces. The financial status of 
the patient does not affect eligibility. This program was adopted as a 
war-time measure, to cease within 6 months following the declaration of 
the end of the war emergency period. On a national basis, the plan is 
administered -by the Children's Bureau of the Department of Labor, and on 
a State level by the State Health Department and, for the City of New 
York, by the Bureau of Child Hygiene of the New York City Health Depart- 
ment. The program is regulated by rules incorporated in a State plan pre~ 
pared by the State Department of Health and approved by the Children's 
Bureau. 

Complete prenatal, delivery and postpartum care, and the care of 
other medical conditions incident to and occurring during pregnancy are 
provided for the mother. During the first year of life, infants are eli- 
gible for all medical care required by illness, and for health supervision 
and communicable disease immunization as well. EMIC benefits are avail- 
able only if the individual agrees to accept them for complete service: 
i.e., the individual may make no extra payment to physicians, hospitals, 
etc., nor in the case of hospitalized illness or confinement may she 
choose to have EMIC pay the hospital bill while she pays the physician's 
bill, or vice versa, | 

All needed medical and hospital services are provided, including gen- 
eral practitioner service, specialist care, hospital service, consultant 
service, special nursing, anesthesia, ambulance, x-ray, oxygen, visiting 
nurse service in the home, etc, Care may be provided by any physician 
licensed to practice medicine in New York State, 4 panel of specialists 
and consultants set up by the Health Department includes physicians cer- 
tified by one of the American Medical Specialties Boards, and physicians 
not so certified who can present evidence of training and experience 
which are adequate in the opinion of the Commissioner of Health and/or 
an advisory board he may appoint for the purpose. 

Hospitals are eligible to provide service after inspection and ap- 
proval by the Commissioner of Health based on "Minimum Requirements for 
Approval of Hospitals and Maternity Homes" issued by the Children's Bur- 
eau, March 30, 1943. 

Payment for service is made by the State Health Department or the 
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New York City Health Department. from Federal grants. Physicians are paid 
on a fee-for-service basis, using a fee schedule established for this pro- 
gram. A differential in fees is allowed for work by specialists. Hospi- 
tals are paid on a cost basis providing the cost does not exceed certain 
limits. In general, the fees and costs paid under this program are high- 
er, and more closely approximate the usual charges to self-supporting per- 


sons, than has been true of any public medical care program hitherto. 


Table 4. Maternity and Infant Cases under the EMYC Program; 
“umber and Cost of Cases Closed in 1944— 


Cost_of cases 
Area aternity| Infant | Maternity | Infant [Maternity] Infant 


ew York City 15,480 |1,904 | $120, OTR $109.18 $63.07 
i 431 .. oo} ee os 58,1384 104,01 06.7 


est of State 
26,911 [3,485 | 2,879,034 | 178,e17| 7 [| a) 


Hicire State 
a/ Year ended June 30, 1945. CGases-closed are those closed with some pay- 
ment having been made, 

b/ Cost divided as follows: 44 per cent physicians (2 per cent consulta- 
tion), less than 1 per cent nurses, less than 1 per cent clinics, 55 per 
eent hospitals, all other less than 1 per cent. 

e/ Cost divided as follows: 29 per cent physicians, 1 per cent nurses, 
less than 1 per cent clinics, 62 per cent hospitals, 7 per cent all other. 
d/ Not computed because different periods employed for New York City and 
rest of State. 


Table 5. Average Cost for Specified Types The number of ma- 
of Service in EMIC Cases for New York tate, tinity ond inbeek emaee 
Exclusive of New York City, 1944 * 


Cases where Av. cost in which service was com 
Type of service used of service 
~ c 
~Maternit pleted, and the cost of 
B47 74 these cases is shown in 


Table 4. :The higher cost 


for infant cases in New 


Physicians 


York City is probably due 
to the fact that they 


Physicians 


Sead oe a Ys were incurred in a later 
linics 4, period than those in the 
Hospitals 507 . a 
a/ Data include intercurrent diseases as FORG SOR Mle aa Oees Mee: 
well as maternity care. the program at first cov- 


b/ Information not available. ered health supervision 


of infants only if performed by a physician qualified as a pediatrician, 
and there are more qualified pediatricians in New York City than in the 
‘rest of the State. Later, all physicians were made eligible to provide 
this service, and the later period covered by the New York City figures 
would tend to further increase this item. 7 


Table 5 shows, for the State outside of New York City, the average 


cost of specified services in cases where such services were used, 


Dental Service for Pre-School Children 

The accumulated dental neglect of the years is so vast that to attempt 
to deal with it at one stroke would require personnel and funds far beyond 
those available at this time. Most students of the problem of dental care 
agree that the logical method of approach is to begin with children before 
the ravages of dental decay have been great, and to carry these children 
along through the years in a dental program, adding each year the children 
who become two or three years old. Early training in oral hygiene and nu- 
trition, and the overcoming of groundless fears of dental treatment will 
establish habits that will contribute to dental health in later years, 
Experiments of great potential value are being conducted by the State Health 
Department in adding fluorine to drinking water in an amount which will be 
harmless but which will be sufficient to prevent or retard dental decay in 
children. In the meantime, and probably for always, a program for the pro- 
motion of good dental habits and the early correction of decay and other 
dental faults is a most important health need. 

In New York City, relatively little dental service is provided for 
pre-school children. In the rest of the State, dental service is an in- 
tegral part of the child health program. Under this program, dental hygi- 
ene services are provided for children aged 2 to 6 years who attend the 
State~aided child health conferences previously described. Dental correc- 


tive care is available with- 
Table 6. Public Dental Hygiene and Cor-~ 
rection Service for Pre-School Children, 
New York State Exclusive of New York City, in certain communities where 


out charge to such children 


1944 
Service data is conducting demonstration 


Communities 41 c ncaa if Sas, 
Clinic sessions 557 eta char Pe getee hs Dee bad 
Children treated 943 participates in the cost 


Visits per child Ke Ee = | 


under State-aid provisions. 
Eligibility for care is 
based upon prior acceptance at a child health conference; thus the service 
iS available only to those who have previously been judged unable to pay 
for child health service (except possibly a few isolated communities where 


there are no local dentists). In areas where local dentists are available 
and trained in childrens’ dentistry, they are engaged on a per-session ba- 


sis at a rate of $12.50 for a 3-hour session, including dental supplies and 
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the use of the dentist's office. Elsewhere, a State Health Department 
trailer fitted out asa dental clinic and manned by State-employed den- 
tists is utilized. Tables 6 and 7 and Figure 3 show the number and loca- 
tion of dental hygiene and correction clinics and the cost of service and 


source of funds. The program 

Table 7. Cost of Public Dental ‘Hygiene | 
and Correction Clinics, New York State 

Exclusive of New York City, 1944, 
Dentists’ salaries 

and fees 
Dental hygienists’ sal- 

aries and fees 
‘jOther personal service 
Aaintenance, etc, 


Source of funds 


Federal $15,849 
State 3,715 
Local 058 


is at present very modest as 


regards volume of service and 


funds expended, A substantial 


part of the funds come from 


the Federal government under 
Title V, Part 1 of the Social 
Security Act. 


The State Department of 


Health appraises this service 


as follows: 


164 communities in 21 
counties had the bene= 


total. 
i fits of the dental hygi- 
D 
Steg remainder of funds are not inant’ g ookine oy ae 


the basis of need this 

service is wholly inade- 
quate in amount and distribution. It is the recommendation of the 
American Dental Association, Federal and State agencies, that dental 
care should be made more readily available to all children, especially 
through the primary grades. 


School Health Service 

School health services were originally developed to prevent the trans~ 
mission of communicable diseases among school children,and it is probable 
that the compulsion to submit to school medical inspections, and the sup-~ 
port of such service from public funds, are attributable to this origin. 
With the passage of time it has become apparent that if a child is to ful- 
ly benefit from the educational opportunities offered to him he should not 
be needlessly handicapped by physical or mental ailments, In addition to 
its educational aspects,the objective of a school health program is to bring 
into relief the handicaps of body and mind which need correction, and to 
facilitate the correction of such conditions through private and public 
medical resources, School health services thus consist of medical inspec- 
tion for all children, and corrective service for those unable to provide 
it from their own resources, The school health program closely resembles 
that of health supervision for children of pre-school age but, of course, 


reaches a much greater number of children. 
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Prior to 1913, medical inspection of some school children was con- 
ducted by local health officers and by the State Department of Health in 
cooperation with the State Department of Education. In that year, the 
State Education Law was changed to require medical inspection of all school 
children and its administration was lodged in the State Department of Edu=- 
cation. 

The State Education Law?/ requires local school boards, except in 
the cities of New York, Buffalo and Rochester, to provide an annual medi- 
cal inspection of all public school children who do not present health 
certificates from their own physicians. An examination on returning to 
school after an illness is also required. In New York, Buffalo and Roch- 
ester, city charters and local ordinances require an equivalent service 
to be provided by the local health department. In the larger school dis-~ 
tricts the examinations are usually performed by salaried school physici- 
ans, but in the smaller districts the school physician is often paid on 
a per capita basis. In many instances the medical inspections are super- 
ficial affairs, and the recommendation has been made to “abandon the per- 
functory but expensive annual ‘physical examination’ now required by law 
and have in its place one examination on school entrance, one on entering 
the seventh grade, one on entering the ninth grade, and one at the end of 
the twelfth grace! 

The law also authorizes the employment of school nurses, dentists, 
dental hygienists, nutritionists and optometrists or oculists to aid the 
medical inspector. The superintendent or other person in charge of the 
school is directed to notify parents of the existence of defects and phy-~ 
Sical disabilities in their children and to provide necessary care and 
treatment if the parents are unable or unwilling to do so, 

School districts are required to provide the same health services to 
children attending other than public schools, if requested to do so by 
the authorities of such schools. 

The cost of school health service is shown in Table 8. The State 
contributes to the cost in the same proportion as for other school expen- 
ditures, except where a county may have formed a school hygiene district, 
in which event the State will contribute one-half of the cost t/ 


9/ Sections 570-577c. 

7 Education for American Life, Report .of the Regents ecece McGraw- 
11, New York, 1938. 

1l/ Section 577-b, State Education Law. The work is under a district di- 

rector of school hygiene, who is a physician meeting qualifications estab- 

lished by the State Commissioner of Education. 
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Table 8. Cost of School Heaith Services in New York State 


inspection service service | services 
| New York City8/ _ 
otal _ (| $256,611 J# 709,700 | $599,636 |$ 30,581 1,596,528 
Rest of State/</ 
432,072 133,207 


262, 222 73,988 


65,483 | 645,445 
32, 300 490,259 
56,994 940,476 


311,281 154,777 | 2,276,180 


: Entire State© 

otal _ 710,917 
a/ Data for school year 1945-44, furnished by New York City Health Depart- 
ment. 
b/ Data for school year 1942-43, Annual Report of State Department of 
Education, 1944. 
c/ Exclusive of Rochester and Buffalo, whose expenditures are included in 
the general health department expenditures for those cities. 


ities 
illages 


214, 685 


Concerning the general school health program,. the comments made by 
the New. York City Health Department relative to its program are probably 
of general application and point up the need for more adequate training 
and compensation of school physicians if public medical services of good 
quality are to be provided: 


Quantitatively, the basic medical service is adequate to meed the 
needs of the present vrogram. The latter would benefit from addi-~ 
tional routine examinations and more time for the physician for 
each examination. To obtain full benefit, however, increased nurs- 
ing service is highly desirable and higher quality of medical ser- 
vise almost essential. Physicians shouid meet the minimum qualifi- 
cations for school physicians as recommended by the Committee on 
Administrative Practice of the American Public Health Association. 
To attract such men, considerably higher salaries will have to be 
offered. There is need for expansion in the consultant services, 
particularly otology and opthalmology. Again, to obtain the ser- 
vices of properly qualified physicians for these services, con- 
siderably higher salaries must be offered. 


Dental service for school children. Because of the large number of 
school districts and various individual arrangements involved, studies of 


dental service for school 

Table 9. Services Rendered by New York 
City Health Department Dental Clinics, 

1943~44. York City. The Department 


3 No. of No. of 

type of service persons visits 

Vental hygiene 52,451 | 32,766 

Dental correction | 20,255 | 148,754 : 
health centers, as shown in 

Figure 4, employing 101 dental hygienists at a cost of about $200,000, 

and 154 part-time dentists on a per-session basis at a cost of $154,850. 


children were limited to New 


of Health maintains 133 den- 


tal clinies in schools and 


The volume of service provided in the year 1943-44, exclusive of class- 


room dental inspections, 179,000 cases referred to other agencies for den- 
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FIGURE 4. LOCATION OF DENTAL CLINICS OPERATED BY THB NEW YORK CITY DEPARTMENT OF HEALTH, 1945 
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tal hygiene, and 55,000 for correction services, is shown in Table 9. Al- 
though this volume of service may seem great in actual number, it appears 
small when compared with the number of school children. ; 

The dental clinics located in schools offer dental service to children 
through the fourth grade, preference being given to those from kindergarten 
through the second year. The clinics located in health centers provide ser- 
vice to children beyond the fourth grade, to a very few pre-school children, 
and to older children applying for working papers. The services are limited 
to children whose parents are unable to pay for care from private dentists 
or part-pay clinics, the eligibility standard being an. income of $31 per 
week for a family with one child, and $5 for each additional child. 

An excellent commentary on the dental needs of children in general is 
furnished by the New York City Health Department's appraisal of its own 
program: 


This service is considered adequate for the job on hand. The 
need for dental care is universal as has been shown by various stud- 
ies. The reports made available by Selective Service on the health 
of selectees show conclusively that 21 per cent of our population 
could not meet the standards set by the Army which were very low; 6 
anterior teeth, 3 in the upper jaw and 3 in the lower jaw in opposi- 
tion; and 6 posterior teeth, 3 in the upper jaw and 3 in the lower 
jaw in opposition. In order to maintain the manpower needed for 
military purposes these minimum requirements had to be further low~ 
ered, and the Army took upon itself the task of rehabilitation. 

This necessitated a tremendous outlay for personnel, equipment and 
facilities. 

In order to take care of a situation of this kind, we have to 
plan dental service for the younger age groups and continue the ser-~ 
‘vice. We consider the children of pre-school and school age to be 
the groups where the most lasting effects may be accomplished. The 
American Dental Association recently recommended a total children's 
program (3 to 18 years). The Institute of Dental Economics held at 
the University of Michigan in June of 1944 recommended a dental pro- 
gram for all children 3 to 18 years of age without a "means test," 
This Institute felt that service should be available to all children. 
Under these circumstances, we would have to plan for service to meet 
the needs of at Least a million children in the City of New York. 

At present we have vlans in the Department for increasing our service 
to serve 100,000 children without adding facilities. This figure 

of 100,000 children is for total completion - complete service to 
100,000. 


Physically Handicapped Children; Adult Poliomyelitis Cases 
The sense of pity and desire to be of help which is evoked by a crip- 
pled child has led to a rather extensive public medical care program for 
physically handicapped children. The present State program originated in 
1916 when the State Department of Health organized traveling orthopedic 
clinics to provide care for children who had been stricken by poliomyelitis 
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in the great epidemic of that year. The scope of service today is based 
in large part on 1926 legislation which outlined a definite program to 
provide rehabilitation services for crippled children. 

A physically handicapped child is defined by law as "a person under 
21 years of age who by reason of a physical defect or infirmity, whether 
congenital or acquired by accident, injury or disease is or may be, expect- 
ed tO be totally or partially incapacitated for education or for remuner- 
ative ecéupetion, 22/ Such a child may be furnished surgical, medical or 
therapeutic treatment or hospital care and necessary appliances and de- 
vices either by the State Health Department, 13/ or as the result of an 
order issued by a city or county Children’s Court,of the New York City 
Commissioner of Health. In the latter cases, if the order is approved by 
the State Commissioner of Health, and the Children's Court decides that 
the parents cannot pay for the services ordered, one-half of the cost is 
paid by the State and the other half by the county or city in which the 
patient Kestides 2 In 1942, an addition to the Public Health Law pro- 
vided essentially the same service for persons over 21 years of age suf- 
fering from poliomyelitis, to be provided on authorization of the local 
health orrider.22/ The cost of care of such persons is divided between 
State and county (or New York City). 

The State Commissioner of Health has been welch trode to accept 
Federal funds available under Title V, Part 2 of the Social Security Act, 
for the purp ose of finding and providing restorative services to children 
who are crippled or who are suffering from conditions which may lead to 
crippling. Although to date services have been furnished almost exclu- 
sively for orthopedic conditions, a program for non~-orthopedic conditions 
such as heart disease and rheumatic fever, is being developed. 

Clinic and consultation service. In New York City, nearly all of 
the public diagnostic or clinic services for physically handicapped child- 
ren are provided through the public hospital out-patient departments, the 
City Health Department's limited clinic and consultation service reaching 
only 340 children in 1944 at a total cost of about $3600. The most im- 
portant activity of the Department lay in planning and coordinating ser- 
vices available through other agencies, The activities relating to ap- 


12/ State Education Law, Section 1019. 

13/ In practice, this procedure is not used. 
14/ State Education Law, Section 1021-2, 
15/ Public Health Law, Section 194. 

16/ Ibid., Sections 19¢ and 19d. 
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proval of orders for operative procedures, hospitalization, etc. are cen- 
tered in the State Department of Health. 

Outside of New York City, the State Department of Health operates 
a rather extensive system of clinic and orthopedic nursing service sup- 
plementing that provided locally by public and private agencies, chiefly 
the latter. The clinics operated by the State Health Department in 1944 
held 296 sessions in the 101 communities shown in Figure 5, These clinics, 
which have the purpose of providing after-care to patients suffering from 
poliomyelitis and other crippling conditions are primarily consultation 
clinics and, with few exceptions, receive only patients referred by phy- 
Sicians. Because many of the clinics are held in rural areas they make 
expert consultation service available to physicians remote from medical 
centers, In 1944, there were 9,174 visits by 7,064 patients. The cost 
of these clinics is not available; $11,730 paid in salaries to orthopedic 
surgeons who conducted them is exclusive of salaries of members of the 
Department's staff, No data are available on the few public clinics op- 
erated by local agencies, nor on the physical therapy units operated in 
conjunction with public schools in three areas as demonstration projects, 
In addition to orthopedic consultations in clinics, individual consulta- 
tions for emergency orthopedic conditions and for patients with conditions 
requiring plastic surgery were authorized at a cost of $1,064. 

Orthopedic nursing. Outside of New York City, a special nursing pro- 
gram for crippled children is maintained by the State Department of Health, 
whose nurses in 1944 made 20,023 visits to 6,639 patients. Although 
$60,000 was budgeted for salaries for State orthopedic nurses in 1944, 
only $46,866 was spent, because of lack of sufficient qualified personnel. 
In New York City, orthopedic nursing service is included in the general 
public health nursing program, and separate service and cost data are not 
available. 

Surgical and hospital care, Court orders for hospital care for the 
entire State during 1944 totalled $1,307,770 for 2,997 crippled children 
and $41,618 was authorized for 74 adult poliomyelitis cases, as shown 
in Table 10. The types of cases which were cared for are indicated in 
Table ll. 

New York State Reconstruction Home. This 592 bed institution at 
West Haverstraw is operated by the State Department of Health for the 
care of persons who are or are likely to become crippled as a result of 


disease or injury and who are residents of the State or who were present 
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Table 10. Cost of Care for Physically Handicapped Shildren and Adult 
Poliomyelitis Cases, as Approved by the State Commissioner of Health, 1944. 
Children under 21 Adult polio- 


Type of service New York City meee of State] Entire State elitis cases’! 


Hospitalization | $607, 164 $1,215,494 ~41,498¢ 
Surgeons’ fees 19,325 ie 
Miscellaneous Pape 72,9951 


Totalé, aH 914 698, 856 1,307,770 41 at 


a/ In New York City, patients are admitted to hospitals as staff cases and 
a special surgical fee is not authorized. 

b/ In 1944, procedure for handling this type of case had not been developed 
for New York City. Thus, data are for rest of State only. 

c/ Includes orthopedic appliances and equipment. 

d/ This figure is low because the New York City Court in 1944 did not allow 
charges for extra services, such as use of operating room, anesthesia, use 
of room for applying plaster easts, etc. for hospitalized cases, as did the 
Children's Courts for the rest of the State. Also, New York City obtains 
appliances at a lower rate than does the rest of the State. 

e/ With the exception of an estimated 11 per cent of the cost paid by par-~ 
ents or hospital insurance, the total cost is shared equally by the State 
and local governments. The amount of care authorized by the court orders 
is not always obtained in the year in which it is authorized. For example, 
while $1,307,770 was authorized for crippled children in 1944, bills in 
the amount of $609,780 only were approved during the year. Also, some of 
the treatment approved may not be obtained. 


Table 11. Types of Cases for Which Orders were Issued and Approved by the 
State Commissioner of Health, 1944 


New York City | Rest of State 

Type of case prders_ Patients | Orders [Patients | Orders [Patients 
hildren under 21 1,290 ee a4 70" 
Poliomyelitis 

cases 600 785 
Other 690 922 
atic | | a Larimer 2 
myelitis cases 94 74 94 74 
pee 1805 [290 | 1 Spe iver: fs, 158] Sore 


in the State when stpidken. oe In-patient services included medical, ortho-~ 
pedic surgery, dental care, nursing, physical therapy, occupational ther- 
apy, vocational guidance, educational and social service. 447 patients 
were admitted during 1944 and the average occupancy was 189, or 32 per 
cent. Bi-weekly out-patient clinic sessions provided treatment, diagnos- 
tic and consultative services to 259 individuals who made 592 vinttaeor 
The daily per capita cost of operation was $7.93, 22/ with total expendi-~- 


L?/ New York City is served by this institution on the same basis as is 
the rest of the State, In 1944, approximately one-half of the patients 
admitted to the Reconstruction Home were New York City residents, 

18/ Data on these clinic sessions are included in Figure 5 and in the 
earlier discussion of orthopedic clinics operated by the State. 
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tures reaching $540,011. Of this, patients paid $29,085, counties were 
billed for $89,742 and the State paid the remaining $421,184,20/ 
The State Health Department reports that: 


The New York State Reconstruction Home is noted for its exceptional 
physical plant and physical therapy facilities. In the past, ser- 
vices of the institution have been limited to patients under 21 years 
of age but ‘Rts limitation was removed by a 1945 amendment to the 
legislation. The usefulness of the institution has also been Lim- 
ited during the war because of the scarcity of qualified personnel, © 
but plans are under consideration to develop the institution in the 
field of medical and social rehabilitation as soon as conditions will 
permit. 


Summary of costs. The costs of the entire program, and the sources 
of funds, are summarized in Table 12. These data do not include some of 
the administrative costs for orthopedic nursing and clinics, and in some 
instances figures have been included for positions budgeted for, but not 
filled during the year, All costs of the New York State Reconstruction 
Home are included, but not the cost of locally-sponsored public orthopedic 
clinics. 

In appraising the service rendered, the New York State Health Depart- 
ment made the following comments: 


The Medical Rehabilitation program at present is, through the 
decentralization of the program into the district offices, undertak- 
ing to provide supervision to insure that every patient with a condi- 
tion falling within the scope of the program is located and once lo- 
cated is provided an opportunity for adequate medical service for 
diagnosis and therapy. In addition, the Department has the further 
responsibility for referring the patient to the proper agencies for 
educational, vocational and social rehabiiitation. 

A major deficiency in the program is the omission of services for 
various handicapping conditions such as patients with cerebral palsy, 
hearing defects, visual defects, convulsive disorders, severe allergy, 
disturbances of metabolism and cardiac conditions. While tentative 
programs are being formulated for cerebral palsy, hearing defects and 
cardiac defects, they have not been developed beyond small demonstra-~ 
tions or minimal services under much too limited facilities. Another 
deficiency in the services provided by the program is the lack of com- 
plete diagnostic services which should include pediatric supervision 
and laboratory services.- While some funds are available for the pro- 
vision of these services, the lack of trained personnel makes it dif~ 
ficult at this time to insure a complete diagnostic service. The 
Department is also aware of opportunity for some improvement in the 
services given in hospitals and convalescent homes. It is felt that 


20/ There is some duplication between the figures on the total cost to the 
State of the Reconstruction Home and the cost of care given on court OTe 
ders, since 90 per cent of all patients at the Reconstruction Home receive 
care under court orders, The State bills counties at $3 per day, but re- 
imburses the counties at $1.50 per day for care approved by the State Com~— 
missioner of Health. 

21/ Public Health Law, Section 352. 
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Table 12. Cost of the Medical Rehabilitation Program, and Source of Funds. 


Privatea/ 


Public 

| Fedorgy?/ 134, 028 177,758 
| Stete- 459,193 577,494 1,036, 687 
| Loca 1d/ 294,471 352,483 646,954 
' Total 797,394 1,064, 005 1,861, 399 


ph os ei seats 
aiken |: on sure pate.” : 

b/ Fiscal year 1945-46, Includes salary items and services, 

a’ Fiseal year 1945-46 for salary items and services. 1944 costs of ser- 
vice rendered on court orders. 

a/ —— costs of service rendered on court orders. 

Note: This table does not represent the amount spent but rather the amount: 
ee poe ae for administration, field personnel, etec., and the amount author- 
ized for State~aid on court orders and on adult poliomyelitis cases. For 
example,in New York City it ineludes the $50,304 budgeted for the Division 
of Physically Handicapped Children, which operates one orthopedic classi- 
fication clinic and which coordinates and administers the phyaicetiy~ 
handicapped children's program in New. York City. 


by paying the hospitals on a cost accounting basis instead of the 
flat per diem rate which is at present in effect, it will be possi- 
ole to effect higher standards including the provision of adequate 
medical social service, more complete medical records, expert nu-~ 
tritional services through the employment of trained dieticians and 
the availability of occupational and recreational therapy. 

Considerable attention has been focused in the past upon the 
medical care available through surgeons and hospitals. More atten- 
tion should now be paid to the provision of adequate outpatient 
treatment and special treatments and special treatment centers located 
in schools, and foster or boarding home care, while the policy of the 
Department limits the responsibility of the program to patients with 
remediable conditions, it is impossible to escape the impact of the 
large number of patiente in need of custodial care and ips serious 
lack of facilities for the provision of such care. 


The New York City Health Department states that: 


There are many children in New York City who do not get the ad- 
. vantage of a careful diagnosis for their orthopedic or other physical 
defects. The facilities for actual care are probably adequate. 


Vocational Rehabilitation 
The purpose of vocational rehabilitation is to make it possible for 
physically and mentally disabled persons to be medically treated to re~ 
move or minimize the handicapping condition and to be so trained as to be 
employed at the maximum skill consistent with any remaining handicap. 


Very often the result is that a disabled person is able to leave the re~ 
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lief rolls for the payrolls of industry and assume the status of a self- 
supporting member of his community. 

New York State has had a vocational rehabilitation program for more 
than 25 years, financed by State funds and matching Federal funds. Until 
recently it was chiefly a program which emphasized the training of dis- 
abled persons to work in spite of their handicaps and, although some 
prosthetic devices such as artificial limbs were supplied, few medical 
services were offered for the purpose of relieving the disability itself. 
With the passage of the Bardon-LaFollette Act in 1943 (Public Laws 113, 
78th Congress), Federal funds became available to include services to 
certain types of disabilities which formerly could not be served, and 
for a program of physical restoration including medical and surgical 
treatment and hospital care for the purpose of partially or wholly cor- 
rect ing a condition which constituted a handicap to employment. 

No census of the physically handicapped has ever been taken, but if 
New York State bears the same ratio to the nation's disabled as it does 
to the nation's population, it has the problem of more than one and a 
half million persons in the age group 15-64 years disabled to some degree. 
Of these, possibly 150,000 to 225,000 are seeking work, but require some 
form of rehabilitation process before they can be placed at wore = 
Amendments to the New York State Lew? in 1944 and 1945 extended medi- 
cal and training benefits to all handicapped persons irrespective of the 
nature of the handicap, and provided additional funds and personnel for 
this work. The following data apply to the program of the Division of 
Vocational Rehabilitation, State Department of Education. A similar pro- 
gram for the blind is administered by the Division of Vocational Rehabili- 
tation for the Blind, State Department of Social Welfare. The Division 
of Vocational Rehabilitation enjoys the cooperation of other State agen- 
cies in the referral of persons who may be eligible for benefits provided 
under this program. The Workmen's Compensation Board, the Department of 
Health (and through it, private and public hospitals, clinics and practic- 
ing physicians), and the Department of Labor, have regular channels 
through which handicapped persons are referred to the rehabilitation 
authorities, The State program conforms to conditions established by 
the United States Office of Vocational Rehabilitation, Federal Security 


22/ Estimated on basis of figures in Aid to the Physically Handicapped, 


Report of the Subcommittee to Investigate Aid to the Physically Handi- 
capped, Committee on Labor, House Report No. 2077, 78th Congress, 

23/ Vocational Rehabilitation of the Handicapped, Article 47, State 
Education Law. 


Au? « 
Agency, as a prerequisite to Federal grants of 100 per cent of the cost 
of administration and 50 per cent of the cost ‘of service, 

Eligibility. Services are available to all physically or mentally 
handicapped persons who may be rendered fit for employment or for more 
suitable employment, and who require financial aid (liberally interpreted) 
to obtain needed medical carvicaa et The handicap must be an impediment 
to the individual’s occupational performance, must be relatively non- 
progressive and of such type that it can be removed or remedied suffici-~ 
ently to make the person employable within a reasonable period of time. 
Persons under 14 years of age, the aged or helpless who require custodial 
care, inmates of mental or penal institutions, and persons considered not 
susceptible of rehabilitation because of the nature of the handicap, are 
excluded. 

Services. The services available are defined by law only in general 
terms, more detailed descriptions being provided through administrative 
regulation. The services available to date include: 


Medical examination to determine eligibility, general medical exam~ 

ination and, when necessary, laboratory work, specialist exemina- 
‘tions and hospitalization for diagnosis and appraisal (for not 
more than three days without special approval, and limited to a 
maximum of ten days). 

Medical treatment by general practitioner or specialist. 

Nursing service rendered by a graduate nurse, public health nurse, 
or licensed practical nurse.(the latter must be supervised by a 
graduate nurse). 

Hospitalization up to 90 days. Cases requiring slightly over 90 days 
may be accepted if the patient can arrange for payment of costs 
after 90 days. An additional 90 days is available for treatment 
of new disabilities arising subsequent to hospitalization for the 
original disability. Only hospitals approved by the American Col- 
lege of Surgeons, and the Council on Medical Education and Hospi- 
tals of the American Medical Association, may be used. 

Dentistry. 

Drugs and supplies. 

Prosthetic devices. 

Physical therapy rendered by a graduate of an approved school or a 
person registered with the American Registry of Therapy Technicians, 

Convalescent and nursing home care for periods of from two.to four 
weeks, in homes meeting satisfactory standards, 


The patient is given freedom of choice of facilities among those ap- 
proved in connection with the program. Medical diagnosis and treatment 
may be given by all physicians licensed in the State. Specialist service 


24/ The State Vocational Rehabilitation Law "does not contain any require- 
ment that the client's need for financial assistance be established, How- 
ever, we are following the practice of determining financial need because, 
unless we do so, we cannot secure reimbursement of 50 per cent of the costs 
from Federal funds" - G, S, Bohlin, Director, Division of Vocational Re-~ 
habilitation, June 15, 1945. 
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may be given only by Specialists on a roster of physicians recommended by 
the county medical societies and approved by the State Commissioner of 
Health; county medical society recommendations are based on certification 
by the American Medical Specialties Boards or on evidence of experience 
and training. 

Payment for services. A fee schedule similar to the Workmen's Con~ 
pensation fee schedule is employed for remuneration of physicians, nurses, 
dentists, physical therapists and other medical personnel. The schedule 
of rates of payment to hospitals under the Emergency Maternity and Infant 
Care program has been adopted. 

The financial status of the patient is considered in arranging for 
payment for service. In most instances the Rehabilitation Division makes 
the entire payment, but in some cases a portion of the costs may be borne 
by another agency or by the individual or his family. In no case may the 
total payment for the services, regardless of who makes the payment, ex-~ 
ceed the rates set by the fee schedules. 

Financing. The Federal government reimburses the State for 50 per 
cent of all medical costs (providing the fee schedule is not in excess of 
Workmen's Compensation or other schedules for medical programs under State 
supervision), and for all administrative costs (not including capital ex- 
penditures on building and land). State funds finance the remainder of the 
program. 

Administration. The State Board of Vocational Educat ion=/ governs 
the administration of the program, obtaining technical advice from a Pro- 
fessional Advisory Committee=S/, appointed by the Executive Officer of the 
Board on the recommendations of the Director of the Division of Vocational 
Rehabilitation, of representatives of public health, the State Medical 
Society, industrial medicine, the State Hospital Association, and speci- 
alists in orthopedics, ophthalmology, otology, cardiology, tuberculosis 
and psychiatry, and, if available, representatives of the fields of social 
work, and occupational and physical therapy. The selection of members, 3 
made after consultations with professional groups, is based on their recog~ 
nized leadership or official connections in their particular fields of med- 
icine. The Advisory Committee is responsible for advising on general pol-~ 
icies, setting of standards, selection of rates, method of payment for 
services and other matters brought to its attention; it has no administra- 


25/ The State Board of Regents is ex-officio the State Board of Vocational 
Educat ion. : 

26/ The same committee serves as the Advisory Yommittee to the Department 
of Social Welfare program for rehabilitation of the blind. 
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tive authority. The United States Office of Vocational Rehabilitation, 
in addition to approving the State rehabilitation program for purpose of 
Federal grants, also offers technical assistance and services to the State, 
Operation and potentialities of the program. To date, little surgi- 
cal, medical and hospital care has been provided, since the enabling leg- 
islation is relatively recent, the State plan for operations has only re- 
cently been approved in its entirety by the Federal government, and medi- 
cal personnel to direct the program is difficult to obtain at this time. 
During the year ended June 30, 1945, the Division of Vocational Re- 
habilitation closed as rehabilitated 2,131 cases of all types at a per 
capita cost of $258.41, but there is no information available at this 
time on the per capita cost for medical care only. At the close of the 
year the Division had 4,777 active cases. During the year 126 persons 
had been provided with medical services and 233 had received artificial 
appliances. (In the year ended June 30, 1944, artificial appliances were 
furnished to 505 persons at a total cost of $9,935.28, of which a piled 
El of 


2,110 classified cases, the disability of 555 was incurred in employment, 


was subsequently refunded by the persons receiving appliances). 


226 were disabled by other accidents, 315 by congenital defects, 132 were 
infantile paralysis cases, S42 had been handicapped by other diseases, and 
140 had been injured in military or naval service. The accomplishments of 
the program are indicated by the fact that of 2,564 cases rehabilitated in 
1943-44, a survey made in 1944-45 showed 87.3 per cent to be employed. 
These and other data available provide little indication of the po- 
tential use of the medical services, because the program is of recent ori- 
gin, it has not been widely publicized, and precise information is lack- 
ing on the number of disabled persons and their physical rehabilitation 
needs. However, it seems certain that if all persons who are eligible 
to benefit by the rather liberal provisions of this law were to take ad- 
vantage of it, a very large medical program would result. If a medical 
insurance program were adopted by the State, there would be overlapping 
of tis-penerite and those that would be available under the rehabilita-. 
tion program. To ensure continuation of receipt of Federal moneys by the 
State and to avoid duplication of effort, it: would seem desirable for the 
Division of Vocational Rehabilitation to continue to provide its clients 
with medical care, but to do so through the State medical insurance admin- 
istration and to make suitable payments therefore from vocational rehabili- 


tation funds. 


27/ Annual Report, 1944, Division of Vocational Rehabilitation, New York 
State Education Department. 
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Public Health Nursing 


Public health nursing is an organized community resource for 
furthering public health measures designed to prevent and reduce 
sickness and to produce positive health....the contribution of the 
public health nurse is essentially educational, whether her service 
is given in the form of nursing care to the sick or health guidance 
and instruction to the sick and well, whether she works in home, 
health center, clinic, school or industrial plant; whether she is 
employeds by a governmental or voluntary, health or non-health 


agency .— 

In 1877, the first systematically organized nursing service in America 
given by trained nurses outside of hospitals was initiated by the Women's 
Branch of the New York City Mission. Municipal nursing was begun in New 
York City in 1902, when the Health Department engaged nurses for home care 
of selected cases. In the following years, many cities upstate followed 
suit. The State of New York entered the public health nursing field in 
1913, when the State Commissioner of Health was authorized to employ pub- 
lic health nurses. Subsequent legislation created a Division of Public 
Health Nursing in the State Department of Health! provided for State 

30 


aid to counties for public health nurses‘, and authorized the employ- 


ment of public health nurses by local health officers .22/ 


Community public health nursing work is carried on by official agen- 
cies such as boards of health, and by non-official agencies such as visit- 
ing nurse associations, the American Red Cross, insurance Ghana ob Oe 
etc. The same community may be served by both an official and a non-offi- 
cial agency. In such instances, there is generally an agreement to avoid 
duplication of work. Usually the department of health nursing services 
are largely confined to education and demonstration, i.e., providing some 
nursing care directly but emphasizing the teaching of a member of the 
household to continue the care of the patient, while the non-official 
nursing agencies tend to place more emphasis on rendering nursing service 
directly to patients. 

New York State, exclusive of New York City. The State Department of 
Health supervises the work of its own and of public health nurses employed 
by counties, cities and townships, through its district offices. It also 


28/ "Public Health Nursing Program and Functions" Public Health Nursing, 
June 1944. 

29/ Public Health Law, Section 3-a. 

30/ Ibid. Section 19. 

31/ Ibid. Section 2lce and County Law, Section 12, Subdivision 44-a. 

32/ Some types of contracts of the Metropolitan Life Insurance Company 
and the John Hancock Insurance Company include home visiting nursing ser- 
vice, which may be provided by company nurses or through contract with 
non-official nursing organizations in the community. 
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assigns nurses on its staff to work for specified periods-as county nurses 
in order to provide more adequate local service and to demonstrate to lo- 
calities the value of public health nursing service. Other activities of 
the State Health Department include 4 State-wide training program for pub- 
lic health nurses, and the assignment of nurses to districts for special 
types of public health work. 

County, town and village nurses routinely engage in a generalized 
service, performing all types of nursing service in a given area to avoid 
duplication of service by various types of nurses, This service usually 
includes nursing care of the sick at the bedside, from 15 to 50 per cent 
of visits in rural areas being of this type, the percentage tending to in- 
crease in rural areas as the number of nurses per unit of population in- 
creases. Nursing is provided for those schools not served by specialized 
school nurses, Physicians, officials or private individuals may initiate 
a call for nursing service. The nurse works under the authority of the 
health officer in rendering the services included in the preventive com- 
munity health program (communicable disease, tuberculosis, syphilis con- 
trol, etc.), under the superintendent of schools and school medical offi- 
cer for work in the schools, and under the orders of the attending physi- 
cian if sickness is involved. Nursing care of the sick in the home is 
given at the bedside in the form of visits which usually do not exceed an 
hour in length. The objective of the visit is to teach the home attendant 
to give nursing care pursuant to physician's orders. However, if the pa- 
tient is critically ill or if certain treatments requiring highly skilled 
care are required, the nurse may make any number of return visits. Ob- 
viously, the size of the territory covered by the nurse and the population 
served is the factor which limits the amount of nursing care of the sick 
which can be given by a community nurse, it being considered that her first 
responsibility is the preventive work of the health department. No fees 
are charged for nursing care of the sick since the service is chiefly edu- 
eational in nature. 

City public health nurses ordinarily include no bedside care in: their 
work, since this is for the most part handled by non-official visiting 
nurse associations. 

The volume and cost of nursing service are indicated in Table 13 and 
Figure 6. No attempt should be made to compare the cost per visit of the 
official public health nurse with the cost per visit of the nurse employed 
by a visiting nursing association to give bedside care because the content 


of the visits ‘is usually entirely different. The former may entail a 
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FIGURE 7. LOCATION OF NURSING OFFICES OF THE NEW YORK CITY DEPARTMENT OF HEALTH, 1945 
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N. Y. State Commission on Medical Care 
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lecture or demonstration, or a communicable disease investigation, where- 
as the nursing visit for bedside care is usually limited as to time, per- 
haps 30 to 45 aici ee The rest of the State enjoys a much greater 
volume of public health nursing service than does. New York City. Not only 
are visits other than bedside nursing care nearly twice as great outside 
of New York City, but the figures for the rest of the State do not include 
the visits made by about 700 nurses employed by school districts. (A de~ 
tailed description of the number, type and location of all nurses visiting 
in the home is given in the chapter on facilities). The amount of bedside 
nursing care given by official public health nurses is somewhat more than 
92,000 visits, and for purposes of this study has been arbitrarily esti- 
mated to have a dollar value of about $150,000. 

In appraising its public health nursing service, the State Health 
Department stated that: 


The employment by the state of Supplementary nurses to assist 
public heaith nurses in giving sickness care has been an excellent 
experience and one that should be helpful for the future if a more 
comprehensive sickness care program is promoted.... 

The nursing service which coordinates state and local facili- 
ties has demonstrated its adequacy in plan and scope of program. 
The county as a basis for employment of nurses provides a workable 
unit and a more mobile group of workers to meet the needs of the 
jurisdiction. Care of the sick on a visit basis has been demon- 
strated as a feasible and valuable part of a community public 
health nursing service. The assignment of state paid nurses to 
become part of a local unit has proved an excellent method to 
encourage the employment of local nurses, The training of nurses 
as a state project has proved an effective method of providing a 
reservoir of competent nurses for local civil service. 

The inadequacy is related to the fact that far too few nurses 
are employed and many areas are poorly served. 

Home nursing of the sick on an organized State-wide basis re- 
quires a full time public health nurse for all areas of the State. 
One public health nurse for every 2500 to 3500 people would be the 
minimum with the additional employment of part-time licensed nurses 
during the peak periods of illness, It is recommended that the 
Commission work with the State Department of Health to consider 
the best method to provide the coverage of the State with nursing 
service adequate to meet the needs of the health departments and 
home nursing for the sick. Such a plan might be advanced inde- 
pendent of a comprehensive medical care plan since it serves a 
double purpose. It would fit into a pattern already accepted and 
is a necessary service to make home nursing effective under any 
state-wide insurance system. 


33/ It should be appreciated that one or two fairly lengthy visits to the 
home to demonstrate to a member of the household the proper care of the 
sick may relieve the family or community of the necessity of making ex-~ 
penditures for repeated visits by nurses who simply provide service with- 
out teaching. ‘ 
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Table 13. Nursing Visits and Cost of Public Health Nursing Service Pro- 
vided by Local Health Departments and County Boards of Supervisors, with 
or without State Aid; and by State Health Department Supervisory Nurses 

and Field Nurses Assigned to Cities or Counties, 1944. 


New York City 2 Rest of State& Entire State 


Number of public health nurses 


State~assigned 
State-aid local 
Other local 


Federal i | $ 193,246 $ 269,343 
State . 536,704 . 536,704 
1,750, 364 1,081,406 2,831,770 
1,826,461 1,811, 356 3,637,817 
| O He hae 5,015 | 

Note: The data from which these figures have been compiled do not in many 
instances include complete operation and maintenance costs because public 
buildings are often used for quarters. Further, operational and clerical 
expenditures of the State District Health Offices are not-included, Thus, 
data are not applicable for a cost per visit analysis. 
a/ Includes 3 U. S. Public Health Service nurses on loan to the New York 
State Health Department. Figures for 1944. 
b/ Service figures for 1944, cost figures for fiscal year ending June 30, 
1944. Budget for year ending June 30, 1945 was $2,138,007, but many posi- 
tions were not filled. Of the 818 nurses, 310 are engaged as school health 
nurses. 
e/ Including 238,505 home and 91,362 other. 
a/ No data are available on types of nurses in Yonkers; thus the 19 nurses 
for Yonkers are all included under this category. 
e/ For Buffalo, only Child Hygiene Division nurses are included, Public 
health nurses connected with the Divisions of Syphilis Control and Tuber- 
culosis are not included. 
f/ These are the State Health Department, Division of Nursing, supervisory 
nurses whose services cost a total of $250, 000 for the year, of which 
$122,400 was paid from Federal funds, and the remaining $127, 600 was paid 
from “Btate funds. 


New. York City, In New York City, public health nursing service is 
supplied by the City Health Department to the elementary, parochial, pub- 
lic and vocational high schools of the city and to Health Department clin~ 
ics. In type, it includes visits to the homes of school children,-: pre~ 
natal cases, well babies, midwives, communicable disease, tuberculosis 
and venereal disease patients, and visits to foster homes as well as school 
nursing duties, in which 510 nurses are engaged, The function of the nurse 
is primarily educational, to teach the principles of health conservation 


‘and disease prevention, and the need for medical supervision. The New 
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York City Health Department comments on this service, that: 


The adequacy of the service has been somewhat hampered by the 
unprecedented turnover of personnel which has occurred during the 
past two years, due to retirements, resignations, and leaves of 
absence granted to nurses entering the armed forces,... 

There is evident need for an expansion of the Health Depart- 
ment nursing services, for instance, in the academic high schools, 
in industry, and in day care service, More responsibility could 
be assumed in the visiting of the new-born, and giving assistance 
to the foster home service.... 

However, it is felt that the services have been well taken 
care of, even if not adequately covered at all times, 


Laboratory Service 


The development of public laboratory service is closely associated 
with the development of medical and public health measures for the diag- 
nosis and control of communicable diseases. Because communicable dis- 
ease control is a measure for general community protection, the associa- 
ted laboratory service has from the beginning been largely supported by 
public funds and available without cost to any person residing in the 


State if his attending physician chooses to utilize it. However, this 


_is generally true only for the person who is not a patient in a hospital 


(except a public hospital). Because it is desirable to have laboratory: 
facilities close to the patient, most hospitals have laboratories on the 
premises and, when they do, the cost of operation is generally included 
with the general cost of hospital service and the patient is charged for 
some laboratory services which might be obtained without cost from a 
public laboratory if he were not a patient in the hospital. 

Aside from the hospital patient described, laboratory examinations 
for communicable ana other infectious diseases are usually obtained with- 
out charge by the person residing outside of New York City, regardless 
of his ability to pay; there are very few private laboratories providing 
this service. In New York City, relatively more of this work is done by 
private laboratories, of which there are a considerabl@ number, | 

The growth of public laboratory service has not paralleled that of 
other public health programs in scope. While other public health activi- 
ties have ranged beyond the original one of communicable disease control, 
the public laboratories have adhered quite strictly to their first pur- 
pose, although the volume, importance and cost of other types of examina-~ 
tions, such as blood chemistry, electrocardiography, diagnostic radiology, 
etc., have increased tremendously. Therefore, although the data presented 
in this section relate to service provided on behalf of individuals, and 


exclude examinations of milk, water, etc., many of the services are of a 
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community health protective nature rather than those which would be furnished 
to private individuals who could afford them. 

New York State, exclusive of New York City. The present outstanding 
system of State and State-approved municipal and non-governmental labora~ 
tories serving New York State originated early in the century and developed 
rapidly after 1913,when the Legislature authorized the State Health Com- 
missioner to establish one or more State laboratories and to contract for 
service to te provided by laboratories in various parts .of the state 
Ten years later, the Legislature.authorized State-aid for county and city- 
owned PD ecsatorice! (excluding New York City) of up to $2,500 towards 
initial installation, and one-half of the annual cost of operation up to 
$7,500, provided the charges made by such laboratories were reasonable. 
Grants are also available, to counties or cities which purchase service 
from other approved laboratories. 

The Division of Laboratories of the State Health Department furnishes 
laboratory service to physicians and health officers through its Central 
Laboratory at Albany and Branch Laboratory at New York’ (but not for New 
York City); develops and maintains high standards of service in local lab- 
ésvdbemreete/ through a system of approval and inspection, supplies certain 
diagnostic materials to locally approved laboratories, prepares and distri- 
butes antitoxins, sera, vaccines and drugs for the prevention and control 
of infectious diieéines=’. and conducts fundamental research for the devel-~ 
opment of better standards of laboratory methods. 

The State Health Department laboratories at Albany and New York pro- 
vide a limited service for counties that do not have approved laboratory 
facilities (see Figures 8 and 9), and do certain tests, such as serologic 
tests for syphilis, for many areas that have laboratories not equipped to 
perform them. However, the State laboratories do not usually undertake 
those examinations which are best done in a local laboratory where there is 
opportunity for close cooperation between the director of the laboratory 
and the physician in charge of the patient. They are, however, ready to 


34/ Public Health Law, Section 4-b. 

35/ Ibid. Sections 20-c and 20-h. 

36/ The State Sanitary Code requires that, for the State, excepting New 

York City, certain examinations be performed in laboratories which have been 
approved for the purpose by the State Department of Health. Laboratories in 
New York City wishing to do work for physicians outside of New York City 
must also secure this approval. The examinations for which approval is re- 
quired include pathology, and bacteriologic and serologic examinations for 
evidence of communicable disease. 

37/ The Department has never made a charge for these products, although un-~ 
til recently it restricted distribution to those persons who were unable to 
pay. 
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Table 14. Examinations on Behalf of Patients Made 
by the State Health Department Laboratories, by 
New York City Health Department Laboratories and 
by Approved?/Laboratories in Receipt of Public 
Funds in 1944, 3 

Number of 
Type of laboratory examinations®/ 
ca eee ae: 
City Health Department 


. Rest of State 


State Health Department 560, 000 
Approved laboratories in 
receipt of public funds 

State-aide 708, 000 
Others paid from public 

funds¢/ 727,000 

Total & 1,995, 000 

Entire State 
2,811,000 


a/ Approved by State Health Commissioner for certain 
types of examinations. 

b/ Excluding sanitary examinations. The number of 
specimens examined is considerably less than the num-~ 
ber of examinations. For the State laboratories, 
about 1.6 examinations per specimen were made and for 
other laboratories, about 1.1 examinations per speci- 
men. 

c/ Includes only tests estimated to have been paid 
for from public funds... 

a/ Based on survey by Commission. 

e/ An additional 1,800,000 examinations made by ap~ 
proved laboratories were paid for privately. 


assist approved laboratories, and to make confirmatory examinations for 


physicians and health officers, All work done by the State laboratories 


is free of charge. The 124 local laboratories approved by the State! 


as of July 20, 1945, were located as shown in Figure 8 and covered the 
areas shown in Figure 9. As to type, the 121 laboratories approved in 
1944 included 31 county laboratories, 112 municipal, 61 hospital, 7 in 
State institutions =2/ 1 in an educational institution, and 5 private (in 
addition to 4 located in New York City.) 7 

The number of examinations, exclusive of milk and water specimens, 
etc., is shown in Table 14, and the costs are shown in Table 16,4 The 


38/ In addition, 8 laboratories in New York City secured approval so that 


they could do work for physicians outside.New.York City. These include 
the State branch laboratory, the Brooklyn State Hospital .and the City 
Health Department laboratory, and five private laboratories, see Figure 6. 
This does not include laboratories authorized to make rabies examinations 
solely. 

39/ Not all State institutions’ laboratories are approved. Several of 
those that are approved contract with counties or cities to do laboratory 
work for them. : ; 

40/ To obtain the cost of work exclusive of sanitation, twenty~five per cent 
has been deducted from the total cost on the basis of data for laboratories 
keeping separate records. 
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State laboratories made 560,000 examinations which, together with the ser- 
vices rendered to local laboratories in respect to supervision, etc., cost 
$850,000. The 37 city and county laboratories in receipt of State~-aid 
made 1,023,000 examinations (708,000 of them estimated to have been paid 
for from public. funds) costing $467,000,of which $146,000 was received in 


private recs tt! and $145,000 from-State and $176,000 from local public 


funds, Eleven other approved laboratories made about 727,000 examinations 
(excluding those paid for privately) for which $156,000 of public funds 
was ee | Outside of New. York City, the State and local approved 
laboratories made in total more than 3.8 million examinations in 1944, of 
which about 2 million were paid for from public funds at a cost of $1.3 
million. 

In addition to the examination of specimens, the State Health Depart-=- 
ment has arranged for the establishment of 116 district laboratory supply 
stations and 80 substations to.serve the State outside of New. York City 

see Figure.10). These stations distribute outfits for the submission of 
specimens to the State laboratories, and supply antitoxins, sera, vaccines, 
and drugs to physicians throughout. the State. All products are supplied 
without charge, but it is expected that certain products purchased by the 
State from commercial sources, such as anti-anthrax serum, will be re~ 
placed if the patient is able to pay for the material, or if the case is 
eovered by..Workmen's Compensation. The cost of the antitoxins, serums, vac- 
cines, sulfonamide drugs, etc. distributed was $210, 600 ,22/ of which only 
$920 was paid by the recipients, 

In discussing the laboratory system in the State, the State Department 
of Health comments that: 


The primary plan is recommended as highly successful and deserv=- 
ing of support and continuance, It should be supplemented by facili- 
ties for the training of local laboratory personnel in the Central 
Laboratory. Positions for physicians-in-training have been requested 


41/ Most of the laboratories do work free of charge. However, in some, 
moderate fees are charged patients who are able to pay. 

42/ Data on these laboratories were obtained by the Commission on Mecical 
Care through a survey of approved laboratories not in receipt of State- 
aid. The exclusion of costs of Sanitation examinations is founded on es- 
timates based on data for the laboratories which were able to supply de- 
bailed estimati’s. 

The only dat@ included on laboratories of State institutions are for 
examinations performed under contract with local public health officials. 
Other laboratory work of these institutions is included in the data on 
these institutions contained in the appropriate sections on them. 

Work done for welfare patients and paid for by public welfare author-~ 
ities is not included in these estimates since the cost of this work is 
included in the cost of medical care paid for by public welfare authorities. 
43/ Does not include drugs for the treatment of venereal disease, the cost 
of which is included in venereal disease control activities. 
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Table 15. Cost of Operation and Source of Funds for Examinations on Be~ 
half of Patients, New York State and New York City Health Department Labor- 
atories, and Aeneas Laboratories®/ in Receipt of Public Funds in 1944, b/ 
Cost Source of funds 
Type of laboratory of Private 
New York City4 
City Health Department</4/[ $640, 364] $1,200 | $63,830[ 0 R575, 334 | 
Rest of State 
State Health Department ©// ‘ : $697,445 
Approved laboratories in 
receipt of public funds@/ | 
State~aidf/ L7 ; 145,500 | 175,563 
Others paid from public 
funds&/ 


ZL 473,752 1: 112 bie 826 Te 945 | 331,869 


Entire State 

_| 2,114,116] 147,312 | 216,656] 842,945] 907, 203] 
a/ Approved by State. Health Commissioner. 
b/For State laboratories, data are for fiscal year ending March 31, 1945; 
for City Health Department, for calendar year 1944; for other laboratories, 
fiscal year usually ends October 31 or December 31, 1944. 
c/Includes cost of laboratories, special investigations, administrative 
offices and general services. 
d/Excludes the value of preparations distributed. 
e/Includes State~aid laboratories and other laboratories receiving local 
public funds. Does not include laboratories in State institutions, ex- 
cepting for that portion of their funds received for work contracted for 
by local governments, or laboratories of municipal hospitals. 
f/One-fourth has been deducted for sanitary examinations. $186,000 was 
appropriated for clinical examinations for State-aid laboratories during 
the period, but only $145,500 was paid out because of delayed opening of 
the Westchester County laboratory facilities. 
g/Basec on survey by the Commission on Medical Care. Cost data are for 
only 727,000 tests paid for from public funds. 
h/Does not include wenn 000 spent for laboratory work in Department of Hos~ 
pitals laboratories 


for this purpose and to provide a flow of highly trained candidates 
for directors or other medical positions in the local laboratories, 
who are thoroughly familiar with the Division's standards and methods. 
It is also recommended that the expansion of the local laboratory 
services, both with and without State-aid, be energetically pushed 
and that steps be taken to extend the scope of various local labora- 
tories so they can cope with the newer responsibilities that advances 
in knowledge have thrust upon them. Probably a fifty per cent in- 
crease in the amount now given in State-aid will be required to com- 
plete the organization in New York of a model public health laboratory 
service, The Division's second responsibility is that of a service 
organization to the various divisions of the State Department of 
Health to which it provides laboratory services, acts as consultant 

in the technical fields each is concerned with, and develops scienti- 
fic knowledge essential to work of the several] divisions. ‘The de- 
velopment of closer collaboration is a major policy of the laboratory 
and appears to progress rapidly. It is believed of fundamental im- 
portance that no Departmental organization be adopted which would 
interfere with the laboratory's broad obligations to the various 


154 


divisions of the Department and to the approved laboratories in New 
York State. 


Comment is made on the cooperation of the Division.... 


with the personnel of the local laboratories by personal contacts 
and through the medium of the Vew York State Association of Public 
Health Laboratories. This development has contributed great bene- 
fits and has become not only a democratic mechanism for joint action 
‘on the State level but also a means of effective post-graduate train~ 
ing. 

(Concerning approval of laboratories) approval may connote to 
many persons approval of any type of work undertaken, but at pre- 
sent approval is limited to pathology, bacteriology and serologic 
examinations for evidence of communicable disease and sanitary 
examinationa. The scope of facilities offered by the approved 
laboratories should be broad and should keep abreast of the times; 
for example, at present there is a need for more work relating to 
mycology, virus infections and nutritional deficiencies. To paral- 
lel this comprehensive development, provision should be made for 
the establishment of standards for all types of laboratory examina- 
tion and issuance of approval. The examinations not now covered 
by approval may be broadly classified as clinical-pathologic; they 
include such examinations as blood counts, chemical studies of the 
blood, and urine analyses. When there is a demand for approval 
of laboratories for these types of examinations so as to insure 
the accuracy of the findings, it is believed that they can be in- 
cluded without changing the law or Sanitary Code. 


New York City The Bureau of Laboratories of the City Health Depart- 
ment maintains four laboratories which offer routine diagnostic services 
to physicians, and bedside consultation and laboratory services in in- 
fections of the central nervous system. In addition, patients referred 
from the Health Department clinics and others who cannot afford a physi- 
cian may be admitted to the Division of Tropical Disease Diagnostic Ser- 
vice for examination and consultation on request from physicians and hos-~ 
pitals. 400 drug stores designated as district supply stations distri- 
bute the Department's biological products, supply physicians with outfits 
for the collection of specimens, and receive specimens for transmission 
to the diagnostic laboratory. Specimens left for diagnosis are collected 
daily at specified times from certain of these drug stores, designated 
as “collecting stations." 

The system of approval of other laboratcries by the New York City 
Department of Health differs from that emp loyed by the State Health De- 
partment. The scope is much greater, including chemical and. biochemical 
tests as well as bacteriological, serologic and pathologic examinations, 
All Clinical laboratories except those in municipal hospitals must obtain 
permits, which are issued for specified groups of tests such as bacterio- 
logical, biochemical, chemical, histologic, pathologic and serologic ex~ 
aminations, on the basis of compliance with standards established by the 
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Bureau of Laboratories. In 1944 there were 276 clinical laboratories un- 
der permit, of which 131 were hospital and sanatoriwn laboratories, 3 in- 
dustrial and 142 orivate, Data are not collected by the Health Department 
on the number or type of examinations, cost of operation or source of funds. 

In 1944 the Bureau of Laboratories made 816,443 examinations on behalf 
of patients. This number is relatively less than for the rest of the State 
due in part to the fact that many examinations are done in the laborator~ 
ies of municipal hospitals, and in part to the fact that the private lab- 
oratory plays a more important role ig New York City than in the rest of 
the State. The estimated cost of laboratory diagnosis was $640,364, all 
but $1,200 of which was paid from public funds. The City makes no charge 
to patients. The sources of funds are indicated in Table 15. 

In addition to the costs shown, antitoxins, serums, and vaccines and 
certain drugs costing $46,946 were Gi atbibeved et of which $23,314 was 
returned through sale to patients and other agencies, and $23,632 was paid 
from public funds, 

The New York City tealth Department reports concerning its laboratory 
service that: 


It has been difficult to keep the service up to modern standards. 
Many skilled workers have left for better opportunities elsewhere 
and because conditions created by the present war have made it nec- 
essary to employ workers with sub-standard qualifications. Positions 
in the high grades offer no incentive to public health bacteriologists 
because of lack of opportunity for advancement both in regard to po- 
sition and salary. 


44 Oes not include $12,060 for anti-~syphilitic drugs distributed to 
private physicians during the year, This figure is included in the cost 
of venereal disease control. 
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CHAPTER VI 
PUBLIC MEDICAL CARE, CONTINUED 
(TUBERCULOSIS, VENEREAL DISEASE, CANCER, MENTAL HOSPITALS) 


Tuberculosis 
Tuberculosis is one of the most formidable diseases which has con- 
fronted mankind. Although more prevalent among the lower income groups, 
it is a communicable disease which does not spare any class, and for 


this reason the diagnosis and care 

Table 1. Tuberculosis Deaths, 

All Forms, per 100,000 Popu- 

lation, gant, State, 1900- have long been an almost completely 
1944,= 


j 100 , 0002 
of Entire 
State; State 


which are incident to its control 


public responsibility. A gratifying 
decrease in the mortality rate has 


occurred since the turn of the cen-~ 


tury, but the rate of decline is not 
so great as in earlier years. More 
than any other disease, tuberculosis 
takes its toll of death and disabili- 
ty among young adults and the result- 
ing invalidism and broken homes bur- 


den the community with a cost far 


a/ Xecorded rate 1900-25; 


mesident vate 195044. greater than the amount spent for 


prevention and direct care of patients. 

Public acceptance of the responsibility for prevention and treatment 
of tuberculosis dates back to the pioneering efforts of the New York City 
Board of Health in 1887, when it ordered an investigation into the cause 
and prevention of pulmonary tuberculosis. New York City took the lead 
in establishing in 1902 the first dispensary for pulmonary tuberculosis 
and appears to have founded the first municipal hospital for tuberculosis 
in the United States, In the same year, the State authorized the estab- _ 
lishment of the Raybrook State Sanatorium for incipient tuberculosis 
eases. The State Legislature in 1909 authorized the counties to estab- 
lish hospitals for treatment of tuberculosis of all stages, and eight 
years later made such construction compulsory for counties with a popu- 
lation of more than 35,000, unless the counties had contracted for the 
eare of tuberculosis patients in a county hospital of an adjoining county 


or with a private hospital in the same souinyp ies 


1/ From annual reports of the New York State Department of Health. 


2/ County Law, Section 45, 
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The tuberculosis control program aims to reduce the number of tuber- 
culosis deaths and cases, and prevent the spread of tuberculous infection, 
This requires the reporting and registration of cases, case-finding, medi- 
cal care and hospitalization, public health nursing, social service, edu- 
cation, rehabilitation and research, of which only care and hospitalization 
are within the scope of this study. Because the medical care and hospital- 
ization of tuberculosis cases require highly specialized personnel: and 
facilities, and because they are inseparable from the other public health 
functions described, they have almost always been excluded from medical 
insurance programs. 

New York State oxclusive of New York City. The responsibility for 
formulation of policies and general supervision of.tuberculosis control 
activities rests with the Division of Tuberculosis of the State Department 
of Health. The field program is under the direction of the Division of 
Local Health Administration and its twenty district State health offices, 
and the Division of Public Health Nursing, in cooperation with tuberculosis 
hospitals. These comprise four district State tuberculosis hospitals cov- 
ering thirty déuhties, and county or city tuberculosis hospitals in 
twenty-six counties of the ava The State hospital at Raybrook also 
has a separate division which may receive, without charge, incipient cases 


from any part of the State. The facilities and services of these public 


3/ Set up under the Public Health Law, Sections 335-343 and 350-350. They 
are the Hermann M. Biggs Memorial Hospital at Ithaca, the Homer Folks Tuber- 
culosis Hospital at Oneonta, the Mt. Morris Tuberculosis Hospital at Mb. 
Morris, and the New York State Hospital for Incipient Tuberculosis at Ray- 
brook (see Figure 1). ; 
/ Set up under the County Law, Sections 45 - 49-e and the General Municipal 
Law, Sections 126 - 135-b. The county and city hospitals are the Broome 
County Tuberculosis Hospital, J. N. Adam Memorial Hospital (Buffalo), Rocky 
Crest Sanatorium (Cattaraugus County), Newton Memorial Hospital (Chautauqua 
County?) ,Chemung County Sanatorium, Chenango County Tuberculosis Hospital, 
Columbia County Tuberculosis Hospital, Samuel W. Bowne Memorial Hospital 
(Dutchess County), Pine Crest Sanatorium (Herkimer County), Jefferson 
County Sanatorium, Iola Sanatorium (Monroe. County), Montgemery County Tuber- 
culosis Hospital, Nassau County Tuberculosis Hospital, Niagara Sanatorium, 
Oneida County Tuberculosis Hospital, Onondaga County Tuberculosis Hospital, 
E. & W. ©. O'Dell Memorial Sanatorium (Orange County), Oswego County Tuber- 
culosis Hospital, Pawling Sanatorium (Rensselaer County), Summit Park Sana- 
torium (Rockland County), Saratoga County Tuberculosis Hospital, Schenectady 
County Tuberculosis Hosvital, Suffolk County Tuberculosis Hospital, Ulster 
County Tuberculosis Hospitsl, Westmount Sanatorium (Warren. County), Gray 
‘Oaks Hospital (Yonkers). | 

The City of Buffalo also has a large tuberculosis division in the E. J. 
Myer Memorial (City) Hospital. Westchester County has a tuberculosis 
division in the county general hospital, Grasslands Hospital. | 

Albany County has no county or city tuberculosis hospital, care being 
given in a special tuberculosis section of a private hospital under con- 
tract with the county. 
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institutions are indicated in Table 2, and their location is shown in 
Figure 1. In a few cases, services are supplemented by the direct assist~ 
ance of non-official agencies, 

All State residents needing care are eligible for admission to State 
hospitals, with preference given to patients who cannot afford to pay for 
eare in private institutions and who come from counties designated by 
the State Health Commissioner to be served by the hospital (see Figure 1). 
Payment for those persons who cannot pay for themselves is made on 4 per 
diem basis by the county of the patient's residence. However, admission 
to State hospitals of residents of counties served by county institutions 
is by law permissible only upon the request of the superintendent of the 
county institution, and such request is usually made only for cases need-~ 


ing special surgery. County hospitals must accept residents of the county, 


Table 2. “Services Provided by Public Tuberculosis ervey” in New York 
State, Exclusive of Veterans Hospitals. 


Public Hos- Patients | Patient Average Per cent} Average 
tuberculosis | pi- Beds under days census occu- stay 

hospitals tals care pancy (days ) 
| 


New York City? 
Tuberculosis 
hospitals 2,751) 2,607 2,469 
facilities®/| 1,474| 5,863 324,543 887 oes 


ocak. s 4,225[11,470 1,225,601... 3,005 $B 


Rest of Stated, 


State = 1,134] 1,769 315, 395 

ve eee ec 

_e@ount £/ eS. 15,9501. 7 158 1,219,935 | 3,342 85.0 171 

Total 
Entire State 

Total 42 : 

a/ About 350,000 days care were provided in veterans hospitals in 1945. 

b/ Data for 1944, Does not include about 500,000 days care in private 

hospitals at New York City expense. 

c/ 484 of these beds were available for only part of the year. They are 

used for tuberculosis patients for diagnosis and pending admission to a 

Sanatorium. Per cent occupancy and average length of stay were a com= 

puted for this reason. 

ad/ Includes estimates for tuberculosis facilities of E. J. ever Makociaa 

Hospital and Grasslands Hospital. Does not include a smali, but unknown, 

amount of care in private hospitals at public expense. 

e/ Data for 1944, 


f/ Data for fiscal year ending October 1943 for most hospitals. 


901, 288 


as facilities permit, and also may arrange to accept the residents of 
counties not having their own institutions. City hospitals must accept 


residents who need care and, if facilities are adequate, may accept pa- 
tients from outside of the city. 
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State and city hospitals are financed in part through payments by 
patients or their relatives, The State hospitals charge the county of 
residence of the medically indigent patient on a per diem basis. The 
State or city make up the remainder of the cost for their respective hos- 
pitals. For county hospitals, however, the care of a patient who is a 
county resident is 4 county charge, regardless of his financial ability. 
However, if he so desires he may (and in practice may be urged to) pay 
part or all of the cost. The cost of care of residents of other counties 
is charged to the county or city responsible for providing hospital care 
for them. : | 

All public tuberculosis hospitals maintain clinics for out-patient 
examinations, In addition, other official agencies such as county health 
departments frequently maintain such clinics, as indicated in Table 3. 


Service in out-patient clinics is generally free of charge. Mass x-ray 


Table 3. Tuberculosis Clinic Service Provided Through Public Agencies 
in New York State 


In clinics Mass 
Public agencies Examinations Individuals 
New_York City4/ 
City Health Department 171, 7920 a PS ag a ee ae 


Rest of State 


State tuberculosis hospitals¢/ it. poe 
City and county i 
tuberculosis hospitals.)/ 52,545 80, 0558/ 
Official, other than = 
tuberculosis hospitarsc/£/ 21,921 
Total 91,998 80,055 


Entire State 
Total saa 
a/ Data for 1944. Does not include 48,388 visits to tuberculosis clinics 
of City Department of Hospitals. 
b/ Fiscal year ending October 1945, 
c/ Data for 1944, 
a/ In addition there were 15,000 cases referred by private physicians for 
consultation. Also, 48,388 visits were made to tuberculosis clinics, 
e/ Including industrial surveys made by the State Department of Health. 
f/ Agencies providing these clinic services are the Health Departments 
of Binghamton, Buffalo, Lackawanna, Mt. Vernon, New Rochelle, Rome, Rye, 
Schenectady, Syracuse, Utica, Yonkers and Westchester County, and washing- 
ton County and the Erie County Nursing Service. 


5/ Public Health Law, Sections 355 and 540 states that the Commissioner 


of Health shall fix the charge for care in State hospitals on a per diem 
basis, which shall not be greater than the actual cost of treatment, and 
which shall not exceed the average daily per capita cost of maintenance 
of six county tuberculosis hospitals. Thus, the payment may not equal 
the full cost of care of the patient. 
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survey projects are carried on by some official agencies and also by pri- 


vate organizations. From the fragmentary reports of these activities that 
are available it is estimated that more than 500,000 residents of the State 
outside of New York City, had chest x-ray examinations as candidates for 
the armed Torees in the perica 1940-43,£/ and in 1944 ah estimated 91.865 
persons were examined by mass x-rays in that part of the State, in addition 
to which many thousands were x-rayed in connection with pre-employment and 
employment examinations in industry. In addition, a few general hospitals 
(Strong Memorial and the Rochester Municipal in Rochester, and possibly 
others) have begun the practice of routinely examining by x-ray all patients, 
regardless of type. Most of these mass x-ray projects were financed from 
private funds, but the State Health Department interpreted approximately 
50,000 of these x-rays free of charge; the cost of this service to the 
State is included in the general budget of the department. : 
3 The per diem cost per patient was $5.38 for State hospitals and $3.76 
for city and county institutions, exclusive of New York City, as shown in 
Table 4; these figures include the cost of operating etinies 

New York City. In New York City, under authority given by the City 
Charter, the New York City Department of Hospitals operates three tubercu- 
losis hospitais: Municipal Sanitarium, Seaview and Triboro Hospitals. In 
addition, seven public general hospitals provided provisional tuberculosis 
service in 1944, 8/ i.e., they hospitalized tuberculosis patients for limited 
periods of time, for treatment or preceding admission to the tuberculosis 
hospitals. The facilities of these institutions are indicated in Table 2. 
In 1944, the per diem cost per patient in the three tuberculosis hospitals 
was $3.94 Only one of the three tuberculosis hospitals, Triboro, main- 
tains out-patient facilities, However, New York City‘s general hospitals 
do some tuberculosis out-patient work; in 1944, 48,388 out-patient visits 
_ for tuberculosis were made to the municipal hospitals, 2,617 of which were 


6/ "Recent Trends in the Early Diagnosis of Tuberculosis" Edward X. Mikol, 
M.D. and Robert E. Plunkett, M.D., American Journal of Public Health, 
35:1260, December 1945. 

7/ The State hospitals conduct clinics throughout their dintnsbee: The county 
responsible for the patient is charged for bed-patients, but no charge-back 
is made for clinic patients because of the provisions of the Public Health 
Law cited in Footnote 5. Thus the State absorbs the cost of clinic. care 
of persons in the State hospital districts. 

8/ Bellevue, City, Harlem, Kings County, Kingston Avenue, Metropolitan and 
Riverside Hospitals. Of these, the Kings County Hospital with 200 tubercu- 
losis beds, resumed tuberculosis service April 6, 1944 and Riverside Hospi- 
tal with 284 tuberculosis beds, closed tuberculosis service April 17,.1944. 


FIGURE 2. LOCATION OF CHEST CLINICS OPERATED BY NEW YORK CITY DEPARTMENT OF HEALTH, 1945 


BROOKLYN 


N. Y. State Commission on Medical Care 
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Table 4. Cost of Providing Tuberculosis Treatment in Public Clinic 185 and 
Hospitals in New York State, Exclusive of Veterans Hospitals. 


Source of funds 
Public amen ve Total cost Private 


New York Cit 


salbh Dep rtment 
clinies! 


tuberculog a}8 
AS Ie lil 


hospitals~ 
Official agencies, 
other on hos~ 
pitals ( et nie 
services) sa 


Total ee 6,428, 500 4,933,885 - 549. 196 245,419 
—_ a Entire State : g a ae 
otal 4 $10,423,423 8,880 8639/17 1,249,196 | 293.364 


a/ Estimated cost of care in veterans hospitals is $1,577,000. 
b/ For fiscal year 1943-4, Includes cost of 12 ,387 mass x-rays. 
e/ For 1943, Includes only hospitals devoted ent ix6ly to tuberculosis and 
other lung conditions. Provisional tuberculosis service in city general 
hospitals at an estimated cost of $1.3 million is not included here, but 
is included under the cost figures on public general hospitals. Does not 
include cost of tuberculosis clinic service in city hospitals. 
d/ Does not. include about $800, 000 paid by New York City Department of 
Public Welfare for care of cases in private tuberculosis hospitals in New 
Se: City. 

‘ For fiscal year ending March 31, 1945. 
ry For fiscal year ending October 31, 1943, Includes estimated cost of 
tuberculosis facilities of E. J. Meyer and Grasslands Hospitals. 
&/ Estimated. ‘ 
h/ For calendar year 1944, Agencies holding these clinics are the Health 
Departments of Binghamton, Buffalo, Lackawanna, Mt. Vernon, New Rochelle, 
Rome, Rye, Schenectady, Syracuse, Utica, Yonkers, Westchester County, Wash- 
ington County, and Erie County Nursing Service. Does not include $7,747.50 
for mass x-ray in Syracuse paid for by city. Maintenance and operation 
costs are at a minimum since it is generally not possible to determine such 
expenditures for clinic service which is given by a health department. 
if Does not include small but unknown expenditures by local public agencies 
for care of cases in private tuberculosis hospitals. 


were to Triboro. The cost and activities of this out-patient service is 
included in the material on publie general hospitals. . 

The New York City Health Department maintains 20 tuberculosis clinics 
(see Figure 2) which provide the services indicated in Table 3, In 1944, 
mass x-rays of 12,587 persons were taken by the City Health Department, 
the cost of which is included in the tuberculosis clinic figures. 


‘In evaluating the clinic services provided in New Yonk City, the De- 
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partment of Health states that: 


The services now conducted by the Department of Health are mini- 
mum. ‘there is need for expansion of clinic services in several dis- 
tricts not now adequately covered, from the standpoint of transporta- 
tion facilities to the residents of that area, There is also an in- 
dicated need for greatly increased mass survey programs in industries, 
and particularly among the lower income groups. This in part is be- 
ing met through use of local facilities that should be augmented by 
mass survey equipment that can be moved from place to place, 

The cause of tuberculosis would be greatly augmented in New 
York City if the cost of hospitalization was borne entirely by the 
city, and if no means test would be applied to persons in need of 
treatment. Furthermore, there is need for additional allowance to 
families in which there is a tuberculosis problem to maintain as 
far as possible the highest level of individual resistance to fight 
the disease. 

It is expected that the new federal funds made available through 
the United States Public Health Service in the control of tuberculo- 
sis will become available in New York in the coming months, These 
funds will be used to expand health education, case finding, labora-~ 
tory diagnostic services and statistical analyses of service data. 


Concerning tuberculosis hospital care, the New York City Hospital 


Department estimates that: 

oe approximately 5,000 more beds would be needed to adequately 
care for all those infected with tuberculosis and who should be hos- 
pitalized, even though for short periods, as an educational and train- 
ing factor where they may be taught better care and adjustment for 
their future economic and social life. 

The surgical approach to pulmonary tuberculosis requires im- 
proved technical standards and a modified approach to the equipment 
of nursing care. 

New buildings now contemplated as a postwar program recognize 
the changing scientific thought on the hospital care of tuberculosis. 


Venereal Disease 

The control of venereal disease differs from that of most communicable 
diseases in that the important factor is medical treatment of the patient 
rather than specific immunization, or sanitation of the environment. Thus, 
in this field, health departments find it necessary to conduct rather large 
medical care programs in addition to the conventional public health func~ 
tions of aids to diagnosis, public and professional education, and report- 
ing and statistical studies of the disease. 

State exclusive of New York City. The State Public Health Law?! 
authorizes local boards of health or.district State health officers to 
require persons suspected of infection with venereal disease, and persons 
arrested for vagrancy, violation of certain provisions of the penal law, 
or for frequenting houses of prostitution, to submit to an examination by 
either the health officer or a qualified licensed physician. If such per- 
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son is found to be infected, the health officer may require him to submit 
to treatment or quarantine or both. 

It is the responsibility of the local board of health to provide ade~ 
quate facilities for free diagnosis and treatment for persons in its juris- 
diction, regardless of financial status of the indi viaual a’ Treatment 
is to be furnished without charge to any infected person who does not elect 
to be treated at his own expense, The State has made some funds available 
to assist the localities. For some years, drugs were furnished by the 
State only when patients could not afford to purchase them, but at present 
they are supplied to physicians without cost, regardless of the financial 
ability of the patient and regardless of whether the patient is treated at 
public expense or privately. | 

The great bulk of venereal disease treatment at public expense is pro- 
vided through clinics operated by physicians paid on a salary or, occasion- 
ally, a per-session basis; and by local health officers, Clinics come under 
State supervision only if they are operated by a local health department or 
if private, if they are in receipt of public.funds; Such clinics are re- 
quired to accept any patient, whether or not a resident, for diagnosis and 
consultation, to maintain adequate facilities and to hold clinic sessions 
at convenient hours, In 1944, there were 66 clinics operated by local 
health departments, located as_shown in Figure 3. Of 27 clinics operated 
by agencies other than local health departments, 14 had physicians paid in 
whole or in part by the State Health Department, chiefly.from Federal 
grants-in-aid; the remainder operated on private funds solely. The cost 
“per visit for local health department clinics averaged $1.58 

In rural areas, the operation of clinics is not practicable because 
transportation costs for regular weekly treatments are great, and a reason- 
able degree of privacy for the patient is not possible. For these reasons, 
State-aid-to-county programs have been set up in 14 counties to provide 
treatment on a fee basis in the offices of private physicians ,=/ Under 
this arrangement, a local publicly-employed physician passes on the néed 
for and amount of treatment. 

Additional treatment facilities are made available by the State Health 
Department, which pays for hospitalization and penicillin therapy for per- 


10/ The amendment providing free treatment regardless of financial status 
of patient was passed in 1945. ‘Since the basis for compulsion is for the 
public good, it was thought that the persons infected should be cared for 
at public expense unless they elected otherwise. The law notwithstanding, - 
some clinic physicians still give free service to medical indigents only. 
1l1/ Eleven such-counties made payment to private physicians in 1944, 
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sons with early infectious syphilis. Also, the hospitals of.the State De- 
partment of Mental Hygiene offer artificial fever treatment for syphilis 
of the central nervous system. This type of treatment was until recently 


limited to the insane, but is now being made available on 4 broader basis. 


Table 5. Services Provided Chiefly From Public Funds For + ae 
sons With Syphilis and Other Venereal Diseases, 1944. 


iy . New York Rest of Entire | 
of service City State State 


Clinic service 


Locai heaith department 


Visits 359,176 80,670 439 , 846 
Patients 69,035 4,398 735,433 
Other clinics?’ 
Visits ~ 45,111 45,111 | 
Patients ~ 3,144 5,144 | 
Total 
Visits 559,176 125,781 484,957 | 
Patients 69,035 7,542 76 577 | 


Physician's office, fee-for-service care | 


Visits - 2,175 2,175 
Patients — = 176 176 


______ Hospitalization by Health Departme 


~ Patients 229- 229 
Days care 2,478e/ 2,478 


Consultation with physicians? 


~ Cases 12, 945- 77 13,022 
Drugs distributed to private physicians 
Patients c/ - 


a/ Includes 27 private clinics, of which only 14 received some 
public funds in 1944, 

b/ Figures for penicillin therapy for a six month period only. 
Data for other types of therapy for fiscal year. 

c/ Health Department physicians available for consultation with 
private clinics and physicians. 

d/ This includes 9,491 patients referred by private physicians 
to Health Department clinics for consultation and 3,454 con- 
sultations by Health Department consultants with private physi- 
cians in their own offices in behalf of patients of these phy- 
sicians. 

e/ Records are not kept so as to show the numbers of patients 
treated. Drugs which were distributed for venereal disease 
treatment totalled $27,356. In addition, ampules of silver 
nitrate solution for prevention of gonorrhea of the eye cost 


$4653. 


The State Health Department comments on the service as follows: 


The adequacy of the clinic service may be judged upon two bases: 
the availability of treatment for transmissible syphilis, and for the 
late. complications of the disease. In my* opinion, the facilities 
for the treatment of cases found to be infectious are adequate for 
the State as a whole, though many rural communities are practically 
without such provision. However, the discovery rate of early syphilis- 
does not appear to be greater than 20 per cent of the real incidence 
of the disease, The major deficiency in the control of transmissible 


148 


syphilis is this low discovery rate. Whether compensation for physi-— 
cians for serologic tests performed would increase the discovery of 
such cases is a moot question. The facilities for the therapy of the 
late complications of the disease are assuredly inadequate, though it 
is impossible to gauge the degree of deficiency, for so many agencies, 
official and non-official, participate in the care of the late syphili- 
tic in one way or another, I* have no doubt that more adequate com- 
pensation for physicians for the complicated and long-drawn-out care 

of the patient with late syphilis would lead to the prevention of an 
unknown number of breakdowns. 


*Director of Division of Syphilis Control, New York State Health De- 

partment, : 

New York City. On authority granted by the City Sanitary Godel vara 
ereal disease control in New York City is under the Bureau of Social Hygiene 
of the Health Department. The program of the Bureau’ includes the operation 
of 20 venereal disease clinics, (see Figure 4) the activities of which are 
indicated in Tables 5 and 6. The cost per visit averaged $1.64 

The Bureau supplies drugs for the treatment of venereal disease, with- 
out cost to patient or physician. In 1944, private physicians were sup- 
plied with drugs for the treatment of 8,250 patients, at a cost of $12,000 

The New York City Health Department judges their venereal disease pro- 
gram to be adequate, stating that: 


The greatest need at the present time is for experienced and com- 
petent professional and other personnel, No changes in the laws gov- 
erning the service are needed. 


Cancer 

The care of cancer is costly, often involving highly specialized sur- 
gical and radiation treatments, and long periods of hospital care. Although 
exact data are not available on the subject, it seems probable that a con- 
siderable proportion of persons suffering from cancer find it necessary at 
some time to turn to public agencies for assistance. This must represent 
& large volume of public medical care because at any given time an average 
of 6 per thousand persons off all ages are suffering from the disease. 
The cost of diagnosis and treatment at public expense is at present covered 
to a large extent by the welfare and public hospital medical programs, but 
the importance of cancer as a chronic disabling disease often requiring pro- 
longed hospitalization, and the high cost of equipping and operating speci- 
alized treatment centers is such that it has been developed to some degree 


as a separate public medical program. Because of the skilled surgery in- 


12/ Sections 86, 88, 97, 102,and 105. 


13/ Sixty-third Annual Report, New York State Department of Health, Volume 
1, 1942, | 
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Table 6. “ost of Providing Venereal Disease Treatment from Public Funds 


in 1944, 
Cost of Source of funds 
Kind of service {service 


New York Cit 
Clinics = physicians! salaries ; 
Other clinic personnel 


Maintenance 

Total $201, nd 
Drugs for p 
Total Zs 0 153 

; Rest oF State 

Local health department clinics 

Physicians’ salaries 

Other A gaat Y, borsouneet 49,648 

He idtonenee’’ 29,154 

Total 153,280 | 101,692 | 33,220 18, 368 
Private th Soe ag ghar 

paid by State™ 8, 100 7,900 600 
Hospitalization for 

penicillin therap / 14,241 6) 14,241 

For other therapy— a,toe 0 1,°789 
Drugs for private physicians 32,009 02,009 0 
Physicians treating patients 

on fee-for-service basis 9,954 4 AM 

5 OR BEET E Ye 


eae Entire. State 
Local health department clinics 


Physicians’ salaries 215,620 

Other clinig personnel 443,668 

Maintenance— 72,540 

Total 729,828 | 477,058 |33,220 | 219,550 
Private elinics=physicians 

paid by State 8,100 ; 600 
Hospitalization for b/e/ 

intensive treatment~/ © 16,030 / 16,030 
Drugs for private physicians 44,069 ; : 0 
Physicians treating patients 

on fee-for-service basis 9,954 
Total 


a/ Includes 14 of the 27 private clinics listed in Table 1. Only part of 
the cost of operation of these 14 clinics is publicly financed. 

b/ For 6 month period November 1944 - April 1945 inclusive. 

ce/ For fiscal year 1944-5, 

ad/ Includes cost of public health nursing by the Syphilis Control Division 
of the City of Buffalo. Such nursing activities provided 7,472 visits to 
patients in 1944, at a cost of $25,428, of which $8,096 was from Federal 
and $17,332 from State funds. : 


volved and the specialized personnel and facilities needed for radiation 
treatment, adequate cancer treatment facilities are found in only a few 
localities. / 

_In establishing the State Institute for the Study of Malignant Dis- 
eases at Buffalo in 1898, New York State became the first governmental 


unit in the world to allot public funds for cancer research. The Insti-~- 
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FIGURE 4. LOCATION OF VENEREAL DISEASE CLINICS OF THE NEW YORK CITY HEALTH DEPARTMENT, 1945 


BROOKLYN 
STATEN 
ISLAND 


N. Y. State Comaission on Medical Care 


AL 


tute has been continued as an institution in the State Department of 
Health, 24/ 

The State Institute for the Study of Malignant Diseases accepts can- 
cer cases free of charge for study, experimental or other treatment, either 
as clinic or bed patients. Any resident of the State who is referred by 


a physician is eligible for admission. During 1944-45, these activities, 


including research, cost the 

Table 7. Services to Patients, State : ; ; 
Institute for the Study of Malignant State $471,583. The distribu- 

Diseases, 1944-45. tion of the cost among the var- 
e of service 
UT=-PATIENTS 
Visits to clinic 
No. of patients 
IN-PATIENTS 


ious services is not available. 


0 
Services were rendered as shown 


in Table 7. The Institute is 


No. of beds used chiefly by patients and 
alle apaagred physicians in the western part 
Days care 


Major surgery 
Minor surgery 
RADIATION AND X-RAY 
TREATMENTS (FIELDS) 


of the State, because of its 


location in Buffalo. 


State -¢xclusive of New 
York City. th addition to the 
work of the Institute in cancer research, the State Health Department ex-~ 
ercises the general public health functions of investigating causes, mor- 
tality rates, methods of treatment, prevention and cure, and of cooperat- 
ing in the development of local public and private facilities for diagno-~ 
sis and treatment. Also, some medical care is furnished directly ‘to pa- 
tients at health department expense, Aside from providing consultation 
service to non-official tumor clinics, the State Health Department in the 
year 1944-45 granted a total of $2,013 to 12 clinics to help pay clinicians 
and clerical workers, and a total of $970 to 4 clinics for clinical assist-~ 
ants. 

The State Health Department has pointed out a number of needs and has 
made recommendations for action in regard to cancer as follows: 


The following needs exist: 

1. For better quality of medical services in tumor clinics, i.e., more 
physicians trained in the various specialties needed in diagnosis 
and treatment of cancer. 

2. For financial provision for patients who are medically needy, not 
otherwise eligible for public assistance. 

3. For making radium and/or radon available to more clinics, 

4, For institutional care of the chronically ill cancer patient. 


Recommendations for action: 
1. State aid for postgraduate training of physicians in cancer spec- 
ialties, in the form of fellowships for periods ranging from 3 
nder authorization of the Public Hea W, sections = toe 
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months to 1 year, Grants to be made by the State Department of 
Health, Division of Cancer Control. 

2. Building of "chronic cancer pavilions" attached to teaching hospi- 
tals, for care of advanced cancer, with research into improvement 
of such care, 

3. Radium and radon now available at the State institute for the study 
of Malignant Disease, plus additional amounts to be purchased, to 
be made available to tumor clinics and qualified clinicians for 
use in care of cancer patients, 

4, Institutional provision for the chronically ill cancer patient, in 
the form of chronie disease hospitals and custodial "wings" attached 
to or in close association with, general hospitals throughout the 
State. 


New York City. The treatment of cancer at public expense is provided, 
under authority of the City Charter, by the City Department of Hospitals 
through its special hospitals, the New York Cancer Institute and the Brook- 
lyn Cancer Hospital (a division of the Kings County Hospital), and through 
the general city hospitals and their out~patient heqartnecks 2 In 1944, 
the 277 beds in the special cancer hospitals were occupied at 92 per cent 
of capacity in providing 92,688 days care to 1,771 patients. 

Costs for patients hospitalized in the Brooklyn Cancer Hospital are 
not available separately from those of the Kings County.Hospital. The New 
York Cancer Institute was operated in 1944 at a daily per capita cost of 
$4.59, or a total of $314,399 which, except for $3,500 paid by patients, 
was paid by the City. 

Post-wer plans for public cancer facilities include construction of 
the 400 bed James Ewing Memorial for terminal cancer patients, in collabor- 
ation with and adjoining the Manhattan General Memorial Hospital. The 
Nightingale Hospital at Columbia Medical Center will provide a 300 bed in- 
stitution for cancer and allied diseases, and the Brooklyn Cancer Hospital 
and the cancer facilities in the Queens General Hospital will be enlarged. 

Federal. The Federal government, through the United States Public 
Health Service has loaned radium to certain treatment centers in the State. 
Originally intended for the indigent, its use is now permitted for all per- 
sons. The recipient institution agrees to make no charge. for the Federally 
owned radium, although a charge may be made to persons able to pay, repre- 
senting the value of personnel and other costs. The use of Federal radium 
results in a reduction of about 20 per cent in the cost of treatment, but 
the great value of this program lies in the fact that it makes radium avail- 


able in communities which would be unable to afford the great initial cost, 


Los See Chapter VII for out-patient service figures. 
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Mental Hospital Care 
Very little hospital care for the mentally ill is provided from pri- 


vate funds or in private hospitals. Aside from criminally insane pa- 
tients, 106,383 persons were cared for in mental hospitals in the State 
‘in the period July 1, 1942 - March 31, 1943. Of these, 4,073 or 3.8 per 
cent were cared for in Federal veterans and U.S. marine hospitals, 4,510 
or 4.2 per cent in licensed private institutions, and the remaining 
97,800 or 92 per cent in State civil mental instipussone, ae 

New York State has always been among the more progressive in the 
matter of public provision for the humane care of the mentally afflicted. 
From the opening of the first insane asylum at Utica over one hundred 
years ago, New York has shown an increasing desire to provide adequate 
facilities for the care of the mentally ill. The passage of the State 
Care Act by the Legislature in 1890 marked the first recognition by a 
State government that care of the medically indigent was a State rather 
than a local responsibility. Prior to this, institutions were under 
State control, but the cost was a charge against the county responsible 
for the individual patient. 

At present the law delegates to the State Department of Mental Hy- 
giene the responsibility for care and treatment of the insane, mental 
defectives and epileptics throughout the State in State institutions es- 
pecially established for the purpose; the licensing and inspection of 
private mental institutions; the establishment and maintenance of colony, 
clinic, and family care facilities; the operation in New York City of a 
psychopathic hospital for teaching and research and a psychopathic hospi- 
tal in Syracuse for teaching and for observation and temporary treatment 
of mental patients; and the collection of moneys from relatives of pa- 
tients and from patients* estates to reimburse the State for the main- 
tenance of the patient. 

Institutional care. The Department of Mental Hygiene operates 20 
State hospitals, five State schools and one colony for epileptics, as 
indicated in Table 8 and Figure 3,22/ The hospitals are intended for the 
insane, and the schools for mental defectives who are of sufficient in- 
telligence to profit by instruction to a point where they can manage for 


themselves and for those of such low grades of mentality that they must 


16/ Fifty-fifth Annual Report of the Department of Mental Hygiene, 1944. 


i?/ A new hospital, Edgewood, was turned over to the Army for use as a 


military hospital (Mason General Hospital). The Willowbrook State School, 


newly constructed to relieve the overcrowding of the existing schools, 
was turned over to the U. S. Army in 1942 for use as a military hospital 
(Halloran General Hospital). 
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Table 8, Hospitals, Schools and Epileptic Colony Operated by the New 
York State Department of Mental Hygiene. Number of Beds, Average Census 
and Number of Admissions in 1944.a 


Average 
; Average Per cent stay 
Institution Beds census |Admissions | occupancy] (days) 


Hospitals 


Binghamton 
Brooklyn 
Buffalo 
Central Islip 
Creedmoor 
(Queens Village) 
Gowanda (Helmuth) 
Harlem Valley 
(Wingdale) 
Hudson River 
(Poughkeepsie) 
Kings Park 
Manhattan 
Marcy 
Middletown 
Pilgrim (Brentwood) 
Rochester 
Rockland (Orangeburg) 
St. Lawrence 
(Ogdensburg) 
Utica 
Willard 
Psychiatric Institute 
New York City 
Syracuse Psychiatric 


Letchworth Valley 
(Thiells) 

Newark 

Rome 

Syracuse 

Wassaic 


15,866 | 15,750 1, 392 9 


pileptic Colon 


2,172 2,218 2,015 102 


a/ Data from “Hospital Service in the United States," Journal of American 
Medical Association, 127:771, March 31, 1945... 


be cared for as long as they live. The schools operate small supervised 
units, or colonies, detached from but under the control and direction of 

a parent institution, to serve aS 4 means of transition from institutional 
life to life in the community and as a place for modified custodial care 

of patients able to adjust to a semi-independent life, but not capable of 
living on their own in a community. Craig Colony is for the care and treat- 
ment of epileptics who are mentally incompetent but not insane. A number 


of patients whose condition warrants such provision are "boarded out" in 
family homes, the State paying at a weekly rate for their upkeep. As of 
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| March 31, 1945 the State hospitals supervised 1,017 patients in family 
care, the State schools supervised 521 such patients, and Craig Colony 
had no such patients. The cost of family care during the year was $550,437. 

Out-patient care and preventive work, Limited-out patient and 
preventive work is provided through child guidance clinics and State hos- 
pital clinics, located as shown in Figure 5. The child guidance clinics 
are directed by psychiatrists on the staff of the Department of Mental 
Hygiene and by members of the medical staffs of several of the State hos- 
pitals. In the year ended March 31, 1945 there were 3,055 visits to 510 
clinics held in 58 communities. The cost was $45,218. Each State hospi- 
tal conducts out-patient mental hygiene clinics, many of them holding 
clinics at several centers throughout their areas. They are primarily 
for patients paroled from the State hospitals, but nearly all are open 
also to provide advice to the public, both children and adults. 


Table 9. Child Guidance and Mental Hygiene Clinics Conducted by the New 
York State Department of Mental Hygiene 
Mental hygiene clinics b/ ssi 


Ex-hospital [Gomminity cases. 


Paroled |Dischargea 
patients patients Child 
First in 


year 1,904 5,702 233 503 573 7,011 

Subsequent 1,351 23, 4h1 593 547 4O9 25,190 

Bec yeas eae) a Pe es aes ES ee ee 
y) 


a/ Data for year ending March 31, 1945. 
b/ Data for year ending March 31, 1944. 


Child 
geicencs i 
clinics— 


Clinic 


During that year, 32,201 visits, of which only 2,132 were by other than 
ex-hospital patients, were made to the mental hygiene clinics. The cost 
is included in the general cost of operation of the hospitalsshown in 
Table 10. 


Table 10. Cost of Operation and Source of Funds of Hospitals, 
Schools and Colonies Operated by the New York State Depart- 
ment of Mental Hygiene for the Year Ended March 31, 1945. 
| __—Source of funds 
re eee 
$35,20 93:6 4,59 31,310,951 
5,894,723 


Hospitals P 
Schools & Craig Colony 


Administration & other 


9 L r] ‘ 
TBST S761 


a/ Includes cost of child guidance clinics, State hospital 
retirement: fund and general administration, prevention work, 
trensfer and removal of patients. 

The State hospitals, colonies and schools are State-supported and 


accept poor and indigent cases at no cost, or at partial cost, depending 
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on the financial resources of the patient. Persons who can afford to pay 
for their own care are admitted if there are facilities in excess of those 
needed for provision for the poor and indigent 2 The law has always con~ 
templated that the patient or legally liable relatives (husband, wife, 
father, mother and children) should be liable for the cost of care, it 
being argued that if a charge were not made, the relatives responsible 
for the support of the patient would escape an obligation that would be 
imposed upon them if the patient remained at home. Until recently, about 
1l per cent of patients had some private payment made for their care, the 
amount averaging about $325 per patient per year, and thé total income 
to the State being $2.5 million in the year 1940-41, and $2.8 million in 
the year 1941-42. On recommendation.of the Commission to Investigate the 
. Management and Affairs of the Department of Mental Hpdiwns +2 noie stren~ 
uous efforts have been made to collect from responsible relatives; this 
and improved economic conditions have raised the amount collected to $5.4 
million in the year ended March 31, 1945. Although this may be good busi- 
ness practice, the question may be raised as to whether it encourages 
prompt diagnosis and treatment of mental disease, It might be argued 
that mental disease is largely a public responsibility, that the mentally 
ill patient abroad in the community is a public menace, that the patient 
is compelled by legal process to submit to hospital confinement, and that 
treatment should be provided without reference to ability to pay (as is 
increasingly the case in the care of tuberculosis and venereal disease). 
The practice of requiring payment for mental hospital care, coupled with 
the extremely small amount of out-patient care given, suggests that insuf- 
ficient emphasis is placed on preventive and other early treatment. 
General hospitals in several communities maintain divisions for the 
study and classification of mental patients. For example, New York City's 
Bellevue Hospital and Kings County Hospital operate psychiatric services 
for short-term observation of mental patients, The cost to the public of 
operating these units, which are quite different in character from the 
State mental hospitals, is shown in Chapter VII. 


18/ The Mental Hygiene Law, Section 2, defines a "poor person" as "a per- 


son who is unable to maintain himself and having no one legally liable 

and able to maintain him." An “indigent person" is a person "who has not 
sufficient property to support himself.,.,.and to support the members of his 
family lawfully dependent upon him for support." 

19/ Care of the Mentally 111 in New York State, Report of the Commission 
to Investigate the Management and Affairs of the Department of Mental 
Hygiene, 1944, 
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CHAPTER VII 


PUBLIC MEDICAL CARE, CONTINUED 
(VETERANS, PUBLIC GENERAL HOSPITALS AND PUBLIC WELFARE MEDICAL PROGRAMS) 


Veterans 

Hospital and clinic care of veterans for service-connected disabili.. 
ties, and hospital care for non-service-connected disabilities in cases 
where the veteran finds it a hardship to pa i » are provided at Federal 
expense by the Veterans Administration, chiefly through its system of hos. 
pitals. Although hospitalization is available for both service~—connected 
and non-service connected disabilities, out-patient treatment is provided 
solely for the former. In 1942, ior the entire country, 94.6 per cent of 
the veterans hospitalized were treated for non-service-connected disabili 
ties? 

The facilities of the veterans hospitals in New York State are shown 


in Table 1. These hospitals admit anyone eligible for care, regardless 


Table 1. Veterans Aer Hospitals in New York State, 19442/ 


No. Per cent] No. of | Per diem | 
<r dion Beds |Average occu. | admis-- | cost Pee / 
tals census panc sions patient 


General 14,441 
Mental 
Tuberculosis 


a/ "Hospital Service in the United States", Journal of the American 

Medical Association, 127:771, March 31, 1945. 

b/ The general hospitals are located at Batavia, Bath, New York City 
~- and Saratoga Springs; the tuberculosis hospitals are located at 

Castie Point and Sunmount; and the mental hospitals are at Canandai-. 

gua and Northport. 

c/ Obtained from Veterans Administration. Cost for October, 1945. 


1/ Although the law stipulates that non-service- connected disabilities 
are to be treated only in the medically indigent cases, the Veterans Ad-- 
ministration has announced virtual elimination of this requirement. 
There is pressure from groups such as the American Legion to completely 
eliminate the financial question in providing veterans care (New York 
Times, November 25, 1945). The American Medical Association, however, 
passed a resolution at its 1945 meeting expressing opposition to the 
extension of veterans' medical benefits to cover non-service—connected 
disabilities (Journal of the American Medical Association, 129:1202, 
December 22, 1945. 


2/ Hearings Before.a Subcommittee of the Committee on Education and Labor, 
U. S. Senate, Part 6, September 18, 19 and 20, 1944. 


159 


of his place of residence. They also conduct out-patient clinics to 
which, in the year ended June 30, 1945, there were 78,008 visits. The 
cost of operation of the institutions for that period, including out- 
patient service, totaled $8,299,000; the per diem costs are shown in 
Table l. 

The average length of stay of 51 days in veterans hospitals is 
significantly longer than that in private or other public hospitals, 
which is about 12 to 19 days. This longer period of hospitalization 
may be caused to some extent by the chronic nature of service-connected 
disabilities (which, however, account for only a very small proportion 
of cases), but more by the fact that veterans hospitals are generally 
located at a distance from centers of population, which tends to dis- 
courage the individual from making the trip to a hospital unless the ill- 
ness promises to be a lengthy and costly one, and to prolong the hospi- 
tal stay until after-care that would ordinarily be given in a physician's 
office or in a clinic is completed. It has been suggested also that 
there is unnecessary hospitalization for non-service-connected disabili- 
ties since out-patient care is not provided for these cases. 

The Veterans Administration spent $260,000 in the year ended June 
30, 1945 for hospitalization of veterans in New York State in other than 
its own hospitals. This care was furnished for the most part for gener- 
al medical and surgical conditions in hospitals under the jurisdiction 
of the Navy Department and the U. S. Public Health Service, and to a 
lesser extent in private and in State institutions. 

The demand for medical service under the Veterans Administration 
is expected to increase greatly in the next several years. It is 
planned to expand veterans hospital facilities in the State to 16,640 
beds by 1950, of which 6,550 will be for general cases, 8,440 for 
neuropsychiatric cases and 1,650 for tuberculosis cases. In view of 
the anticipated increase in demand for medical and hospital care, and 
the probable liberalization of provisions for veterans' non-service- 
connected disabilities, several experiments are being made in an attempt 
to make better medical care more readily available to the veteran in his 
own community through community resources. At a national meeting of the 
Blue Cross Hospital Service Plans in October 1945, Federal Veterans Ad- 


ministrator Gen. Omar Bradley asked the Blue Cross plans to consider 
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enrolling veterans and their families, presumably with the government pay 
ing premiums for the veterans, 

A complete medical out patient clinic for the care of disabled vet 
erans, the first clinic of its kind, has been set up by the Veterans Ad- 
ministration in New York City to simplify the provision of out-patient ser- 
vice for service-connected disabilities for residents of the New York City 
area, 

To ease the demand on veterans facilities, and to make care more 
readily available, experiments are ‘under way in Monmouth County, New Jersey 
and in the State of Michigan, to provide medical care for veterans in their 
own communities, through their own physicians, Michigan Medical Service, 
Inc., with the cooperation of the State medical society is selling medical 
service to the Veterans Administration in instances where care cannot be 
provided through Veterans Administration facilities; the physicians treat 
veterans for service-connected disabilities and are paid by the Veterans 
Administration on the basis of a standard fee schedule, 

These new developments would appear to indicate the willingness of 
the Veterans Administration to experiment in the provision of limited ser- 
vices, at least, through voluntary non-profit organizations. It is also 
possible that Federal or State medical insurance plans may be used in the 
future. | oe 

Public General Hospitals | 

Public hospital care is one of the earliest forms of providing medi- 
cal care to the poor. As a general method, it provides a more suitable 
environment for the care of the sick than does a low income home, and a 
part of the cost to the community for such hospital care tends to be can- 
celled by the fact that it is not necessary to provide food, shelter and 
clothing for the indigent person in his own home, this being particularly 
true in the case of care required over a long period of time. Some public 
hospitals continue to reflect their early identity or association with alms- 
houses, but most of them more closely resemble private or voluntary hospi 
tals; in fact, some public hospitals owe their title only to the fact that 
they were erected at public expense and are operated by the municipality - 
their revenues are derived from private patients, private philanthropy, 
and welfare departments in the same fashion as the revenues of private, 
non-profit hospitais. Another factor tending to favor the development of 


public hospitals is that professional cre therein is often given free of 
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charge by private physicians, or by salaried physicians at relatively 
low cost. 

The term "general hospital" as employed in this study includes spec- 
ial hospitals for contagious disease, orthopedic care, etc., as well as 
general hospitals, but tuberculosis, mental and other chronic disease 
hospitals have been either wholly excluded, or an appropriate subclassi- 
fication has been made when such services could not be wholly separated 
from general hospital services. The public general hospitals of New 
York State account for approximately 27 per cent of the bed capacity, 

21 per cent of the admissions, and 28 per cent of the patients under care 


in all general hospitals, as shown in Table 2. The care of patients there- 


3/ 


in at public expense totals over $28,000,000 annually,” and patients pay 


from their own resources more than $5,000,000 annually. 
State exclusive of New York City. Authority for the establishment 


of municipal general hospitals by cities and counties, exclusive of New 


1/ 


York City, was granted by the Legislature in 1910. At present there 


are 27 general hospitals and 4 contagious disease hospitals operated by 


Table 2. Public and Private Genera®/ Hospitals in New York State, 
Excluding Tuberculosis and Mental Hospitals, Facilities and Utili- 
zation in 19 


No. of |No. of No. of | Average /Per cent /Average 
hospitals] beds admissions census} occu stay 
; panc days 


New York Cit 


Private 14,7 26,760 54h oh0 18,950 71 1237 
Total 719,608 
Reet of State 


Private 259 21,785 - jo Ais 219 7h 1%, 2 
Total oe = eee 


Entire State 


ee 06 8. 545 | 1,040 0 7 a 35.269 | 2 

Total. 

a/ Includes general hospitals @ as such, ee sere es oe iso- 
lation, cancer, etc., but excludes tuberculosis and mental hospitals. 
b/ From "Hospital Service in the United States", Journal of the Amer- 
can Medical Association, 127:771, March 31, 195. For hospitals not 
included in the Journal, data were obtained from hospitals directly. 
c/ The figures for New York City public hospitals differ slightly from 
those in Table 3, which were obtained from the City Health Department. 
d/ Excludes tuberculosis facilities in E. J. Neyer and Grasslands 
Hospitals. 


3/ In addition, about $4,000,000 was paid from public funds for the care 


of patients in general hospitals other than public. 
4/ General Municipal Law, Section 126. 
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local governmental bodies in the State, exclusive of New York City (see 
Figure 1)./ Several of the general hospitals include facilities for 
tuberculosis and contagious disease treatment. Generally, a considerable 
proportion of the facilities of these institutions are used for the care 
of persons for whom public welfare authorities are responsible. Local 
welfare agencies are charged by the hospitals on a per diem basis for pub 
lic charges being hospitalized, patients who can pay part or all of their 
own bill are billed on the basis of ability to pay, and some patients are 
cared for at general public expense, 

The 4,539 beds of these hospitals were utilized at 71 per cent of 
capacity in 1944. Data on the number of visits to their out-patient facil 
ities were not obtained. The cost of operation, including out. patient 
services, was $7,212,585 in 1944. As indicated in Table 3, this cost was 
met through patients' payments to the extent of $3,420,000, through pub- 
lic payments of $3,648,000, and through private funds from other sources 
of $171,000, giving a total income of $7,238,000. It was not possible to 
determine from the available data the exact sources of the public funds. 
New York City. The system of public hospitals in New York citye/ in. 


cludes general hospital facilities, and special facilities for chronic 


5/ The general hospitals are: Memorial Hospital of Wm. F. and Gertrude 
Jones (Wellsville), Binghamton City Hospital, Ideal Hospital of Endicott, 
City Hospital of Salamanca, Jamestown General Hospital, The Hospital of 

Sidney, E. J. Meyer Memorial Hospital of Buffalo, Lake Placid General 
Hospital, Memorial Hospital of Greene County at Catskill, Noble Founda 
tion Hospital at Alexandria Bay, Lewis County General Hospital at Low- 
ville, Canastota Memorial Hospital, Oneida City Hospital, Rochester Muni- 
cipal Hospital, Monroe County Infirmary at Rochester, Meadowbrook Hospi- 
tal at Hempstead, Lockport City Hospital, DeGraff Memorial Hospital at 
North Tonawanda, Oneida County Hospital at Rome, Utica General Hospital, 
Rome Hospital and Murphy Memorial Hospital, Syracuse City Hospital, 
Albert Lindsay Lee Memorial Hospital at Fulton, Massena Memorial Hospi 
tal, Seneca Falls Hospital, Grasslands Hospital at Valhalla, and Wyoming 
County Community Hospital at Warsaw. 

The communicable disease hospitals are: Consolidated Contagious 
Hospital at Watertown, Niagara Falls Municipal Hospital, Schenectady 
Isolation Hospital and Yonkers City Hospital for Communicable Diseases. 
6/ Authorized by the City Charter, Sections 560, 585, 586 and 587. 

They are: General - Bellevue, City, Coney Island, Cumberland, Fordham, 
Gouverneur, Greenpoint, Harlem, Kings County, Lincoln, Morrisania, and 
Queens General; Communicable disease - Kingston Avenue, Queensboro, 
Richmond. Boro and Willard Parker; Tuberculosis - Municipal Sanatorium, 
Seaview, Triboro and.Riverside (closed April 17, 1944); Other - New York 
Cancer Institute, and Goldwater Memorial (chronic) . 
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illness, tuberculosis, cancer and psychiatric cases (see Figure 2). ~Al- 
though the hospitals are maintained primarily for indigent persons, 
other persons who can pay part or all of the cost of treatment are ad— 
mitted and charged on the basis of their ability to pay. Except for 
tuberculosis (and for homes for the aged and infi l ) all of these hos- 
pital facilities have been classed as general inasmuch as it is ‘chiefly 
the high degree of specialization afforded by a system of more than 
13,000-beds which permits the classifications mentioned above and shown 
in Table 4. Nearly all general hospitals of average size have a few 
beds which are occupied by cancer, chronic disease and short-term psy- 
chiatric cases. For the New York City public hospital system as an en- 
tity, the types of service offered, the volume of service, costs and - 


sources of funds have been summarized in Table 4. 


Table 3. Public General and Isolation Hospitals in New 
York State, Exclusive of New York City. Facilities, 
Cost of Operation and Source of Income, 1 a/ 


General Isolation] Total | 


Beds 4,539 230 1,769 
Average census 4,255 oe] Bele 
Bassinets 176b/ 0 1762. 


Operating expense 


Services to patients| $6,970,707 herges eal abs Se 
Other costs 58,770 58,770 


7,029,477 


Income by type of service and source 


For in-patients 
Patient 9353215463 | $ 59,523 |$3,380,986 
Public funds 92,840 123339 516,379 


For out~—patients 
Patient 38,698 16 38, 744 
Public funds 131,390 : 131,390 
Other private 170,559 


a/ From "Hospital. Service in the United States", Journal 
of the American Medical Association, 127:771, March 31, 
1945. For institutions not included in the Journal, data 
were obtained from the hospitals directly. Financial 
data are those reported on Form H-2 to the State Depart-— 
ment of Social Welfare. Excludes tuberculosis units of 
E. J. Meyer and Grasslands Hospitals. 

b/ Data incomplete. : 


These provided 1,098,148 days care in 1944. 
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FIGURE 2. LOCATION OF PUBLIC GENERAL HOSPITALS, NEW YORK CITY, 1945 
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The 9,632 purely general hospital beds provided nearly 2.5 million 
days care for 176,000 patients who stayed an average of 14.0 days. The 
cost per day varied from $5.81 to $9.62 with an average of $7.03. The 
total cost was $22.6 million. In commenting on these facilities, the 
Department of Hospitals stated: 


Many of our present institutions are old and lacking in modern 
arrangements and facilities. The post-war program plans to replace 
these older structures completely: Bellevue, City, Fordhan, 
Gouverneur, Harlem and Metropolitan. Reconstruction and renovation 
is planned on such institutions as Cumberland, Greenpoint, Kings 
County (in part), Lincoln, Morrisania, and Queens General. 


At present, there are two isolation hospitals (Kingston Avenue and 
Willard Parker) and two isolation wards of general hospitals (Queensboro 
and Richmond Boro). In 1944, the isolation facilities totalled 1,033 
beds and accommodated 9,929 patients for a total of 190,578 days. The 
cost per day ranged from $6.61 at Kingston Avenue to $11.02 at Willard 
Parker, with an average of $8.44 per day. The total cost was $1.6 mil- 
lion. | 

The postwar plans of New York City for its system of contagious 
disease hospitals are: 


The establishment of a research division in collaboration with 
Columbia University. An institution of 300 beds to be used as a 
treatment and teaching center for all contagious and communicable 
diseases. Each of the new large general hospitals, five of which 
are planned, will be provided with a contagious disease division of 
approximately 75 beds. This arrangement will decentralize the con- 
tagious hospitals at Kingston Avenue and Willard Parker Hospitals.... 

In conjunction with the 300 bed Communicable Disease Hospital, 
there is to be a 100 bed section of these 300 beds devoted to the 
care and treatment and teaching of 'Tropical Diseases'. Also 50 
beds of the 300 beds are to be set aside for research and teaching 
under the direction and supervision of the Health Department Re- 
search Laboratories, which will be located in an adjoining build- 
ing. 


Bellevue and Kings County Hospitals have special psychiatric divi- 
sions with a total bed capacity of 705. These facilities are primarily 
for observation and classification of mental patients, custodial care be- 
ing given in the State mental hospitals. In 1944, the psychiatric facil- 
ities provided 249,668 days care for 29,507 patients who stayed an ave- 
rage of &.5 days. The cost of this service is included in the over-all 
cost of Bellevue and Kings County Hospitals. It is proposed in the 
future to 


»e. establish in each borough of Queens, Bronx and Richmond a 
district psychopathic division, with mental hygiene clinics ade- 
quately constructed and organized to care for these sections of 
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the city, more on a community basis. 

The Goldwater Memorial Hospital has been established as a part of 
the municipal hospital system to provide scientific care, including neu- 
rological and traumatic surgery, for patients suffering from chronic 
maladies. In 194), it accommodated 3,207 patients for a total of 
594,493 days' care in its 1,660 beds. The cost per day was $3.28, The 
total cost was $1,947,500. Postwar planning contemplates 


oeoothe construction of a 1,500 bed hospital for chronic diseases 
on the present site of the Metropolitan Hospital, north end of Wel- 
fare Island. Another 1,000 bed institution for chronic diseases is 
contemplated as a section north of Queensboro bridge. These two, 
when completed, will provide (for) the use of Goldwater Memorial 
Hospital for 'research' in chronic diseases, its original inten- 
tion. All of Welfare Island will then be devoted to the care and 
to the research for better treatment of the chronically ill. 


The New York City municipal hospital system also includes facili- 
ties for cancer control and tuberculosis, the details of which have been 
discussed in the previous chapter. Separate facilities are not main- 


tained for orthopedic cases, this service being provided by the general 


hospitals. 
Table 5, Out-Patient Service of New In conjunction with the 
York City Munici ma operation of the municipal 
hospitals, the New York City 
General medical Department of Hospitals con- 
Special medical ; vos 
Pei tidt% ducts out-patient clinics at 
Venereal disease all of these institutions ex- 
Other special = ‘ 
General surgical cept the oe disease 
Special surgical hospitals. The out-patient 
HaAtatetc departments in 1944 treated a 
Psychiatric total of 247,430 medically in- 


Dental digent persons, who made an 


services a/ 


average of 6 visits each. The 
a/ X-ray diagnosis, basal metabol- 
ism, electrocardiogram, physio- 

therapy, radiotherapy, hyperthermy, $0.17 at Coney Island to $1.32 


ee at Triboro and $1.41 at Wel- 
fare Island Dispensary, with an overall average of $0.77. The average 
cost per person varied from $1.28 at Coney Island to $18.02 at Triboro. 


8/ The out-patient work of the City, Metropolitan, Goldwater and New 
York Cancer hospitals is handled through the Welfare Island Dispensary. 
9/ The cost per individual at Triboro (a tuberculosis institution) is 
highest since per visit cost for tuberculosis is high and a greater num 
ber of treatments per patient (an average of 13.5) are required in this 
service. 


cost per visit varied from 
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The total cost of out-patient service in 1944 was $1,142,800, all of 
which was paid by the City of New York. The relatively low per visit 
and total cost is due in part to the fact that physicians and others 
voluntarily contribute a large amount of time to the clinics. 

The Department of Hospitals reports that: 


The Qut-patient Department has never been adequately cover- 
ed from an ideal standpoint since nearly all the service is pure- 
ly voluntary. During the past four years of our war effort, 
great difficulty has been experienced in servicing these various 
divisions of the Out-patient Department, even the ancillary de- 
partments which are more definitely a salaried activity. 

During the past ten years some services have been covered 
by the so-called per person group, $5.00 per session, a mininun 
requirement of two hours. These have been limited, however, to 
venereal disease, tuberculosis and the eye (lens testing) for 
prescription glasses. 

The entire Out-patient Department census has diminished 
greatly, in many instances to approximately one-half of the usual 
figures. This incidence seems to be general, however, and not 
confined to our own municipal hospitals in New York City. 


Ambulance service. This is a minor item in medical care, but one 
which is provided to a great extent from public funds. Data are avail- 
able only for New York City, where ambulance service is provided by the 
City Department of Hospitals, as authorized by Section 383 of the City 
Charter. Prior to the war internes were stationed on ambulances, but 
at the present time specially trained attendants are employed. If the 
call warrants, an ambulance surgeon is dispatched, and nurses are as— 
Signed on psychopathic cases. 

In 1944 the Department of Hospitals had 70 ambulances of which 5& 
were always available for service, the remainder being held in reserve. 
Ambulance calls in that year totalied 112.457, distributed as follows: 
80,981 patients removed to hospitals, 3,793 dead on arrival, 11,868 
treated ~ not removed, 4,775 unnecessary, 10,028 transfers between hos- 
pitals, and 1,012 taken home or otherwise disposed of. 

The cost of this service totalled $690,978, an average of $6.15 .per 
call, all of which was paid for by the City. The cost is included in 
the in-patient service expenditures of the City hospitals. In addition, 
the City granted $348,116 to non-municipal institutions toward the cost 
of maintaining ambulance service. 

The Department of Hospitals appraised this service as follows: 


Since the beginning of the war our personnel has been altered. 
Attendants specially trained in patient care, first aid and emer- 
gency mechanical appliances have replaced the usual doctor-intern, 
‘Ambulance Surgeon', This arrangement, we believe, has been a 
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distinct service improvement since these ill patients are brought 
directly to the hospital for examination and disposition by the 
Examining Physician. Emergency Medical Units have been organized 
as a supplement to the inmediate ambulance service in operation for 


any catastrophe. The usual personnel of each unit is 2 doctors, 2 
trained nurses and 2 trained attendants with 2 stretcher bearers. 


Public Welfare Medical Programs 


New York State's public assistance program, which has included med- 
ical care since 1687, classifies medical care as a necessity of life and 
affirms it as a right, not only of the individual who is dependent upon 
the conmunity for items such as food, shelter and clothing, but also for 
him who is able to supply himself with these necessities but who is un- 
able to purchase needed medical care. 

The public welfare program falls into the following categories, 
which differ according to the type of persons served, the source of 
funds and, to some extent, the local agency responsible for administra- 
tion: 


Old Age Assistance. Food, shelter and clothing, etc., and medical, nurs- 


ing and temporary hospital care for needy persons 65 years and over who 
have one year's residence in the State. 


Aid to the Blind. Food, shelter and clothing, etc., and medical, nurs- 
ing and temporary hospital care for needy blind persons who have one 
year's residence in the State. 


Aid to Dependent Children. Food, shelter and clothing, etc., and medi-~ 
cal, nursing and temporary hospital carel0/ given to needy children un- 
der 16 years of age, or between 16 and 18 if attending school, who are 
living with a parent or other relative and who have one or both parents 
dead, disabled or absent from the home, and who have one year's resi- 
dence in the State. 


Home Relief. Food, shelter and clothing, etc., and medical and nursing 
care, but not hospital care, for needy persons not classified as above 
and who are not inmates of hospitals or other institutions. 


Veteran Assistance. Home relief administered by a veteran agency under 
the Social Welfare Law. 


Medical Care only. Medical, dental and nursing care furnished to per- 
sons investigated and found to be eligible under home relief standards. 


Hospital Care only. Hospitalization in public or private hospitals at 
public expense for persons not necessarily qualifying under home relief 
standards, but who are unable to pay in whole or in part for hospital 
care. 


Public assistance may be in the form of cash grants given to indi- 


viduals or families to enable them to purchase their own necessities, or 


10/ Temporary hospital care has been available since July Ly A945. 
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in the form of goods and services furnished upon the authorization of 
and paid for by the welfare officer. Except where Federal reimburse 
ment is involved (see Table 7), medical and hospital care are usually 
provided as services rather than as cash eats an Financial responsi 
bility for assistance and care depends upon the "settlement" of the app 
licant "Settlement" is acquired by residing one year in a town or city 
within the State without receiving public assistance or care. Persons 
having "settlement" in a town or city other than that in which they are 
found when in need of assistance or care, have the cost of such assis 
tance or care charged back to the district of "settlement." If they 
have no "settlement" in New York State they become State charge cases 
and the cost of their assistance or care is charged back to the State. 
Few, if any, of the welfare medical programs provide complete ser- 
vice, because they are designed to supplement the services available 
through private charitable agencies such as hospital out patient de 
partments, and through official agencies such as health and mental hy 
giene departments which tend to have a broader scope and somewhat more 
liberal eligibility requirements than the public assistance prograns j= 
Until the economic depression of the early 1930's, medical care was a 
relatively minor function of welfare agencies, but it has since become 
more and more important and, as a result, the authorization and provi- 
sion of medical care have become rather highly organized. Among the 
reasons for its increased importance is the fact that during the de 
pression years the resources of private charitable agencies and the 
ability of physicians to give care without payment proved inadequate to 
the great demands nade upon them. In many instances welfare departments 
found it necessary for the first time to pay, although often at rates 
less than standard or actual cost, for hospital, clinic and physicians' 
services, and this tendency to look to public assistance agencies rather 
than to private individuals or charitable agencies for medical care has 
persisted. Although many services are still provided free or at low 
cost to the needy by private medical agencies, this is often more in 
the interest of obtaining patients for the instruction of medical stu 
dents, internes and nurses than for charitable purposes; the trend seems 
7 The method and necessity of providing medical care through cash 
grants is described later in this section, 
12/ "Medical care as defined herein shall be provided by public welfare 
officials in accordance with rules of the Department, which shall re. 


quire full and proper use of existing public and private medical and 


aad facilities. and services." ~— Rules of the State Board of Social 
VIelfare. ; 
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to be steadily toward payment at adequate rates for all services ren- 
dered to persons eligible for or in receipt of public assistance. 

Another influencing factor is the reimbursement granted to local 
governnents by the State and Federal governments. Where the local gov- 
ernment is the sole source of funds it has been the tendency, at least 
in the larger cities, to provide service to residents through public 
hospitals, clinics and physicians on the basis of a rough and rather 
flexible sort of means test, without classification of the recipients 
as public assistance cases. However, as State and Federal reimburses 
ment have entered the picture, the fact that it is granted only for ex~ 
penditures on behalf of persons found eligible upon rigorous financial 
investigation has resulted in the practice of one local governmental 
agency, perhaps a public hospital, clinic, or health department, charg- 
ing another local governmental agency, the welfare department, for ser 
vices rendered to public assistance recipients, in order that the local- 
ity may receive State and Federal reimbursement. This has helped to 
shift expenses from localities, whose limited taxing powers are usually 
confined to taxes on real estate, to the State and Federal governments, 
which have methods of obtaining revenues which are less direct and less 
burdensome to individual taxpayers. 

In recent years more and more public assistance has been provided 
as cash grants rather than service, in order that the recipient should 
not passively receive goods and services as charity, and lose the free- 
dom and responsibility of exercising prudence and judgment in providing 
for his own needs from a cash allowance. An extension of this philoso- 
phy has been to provide the recipient with a special cash grant, when 
needed, to meet the cost of medical care. Although it seems to be a 
good practice as applied to predictable expenditures, such as those for 
food, shelter and clothing, it is not entirely suitable when applied to 
medical care because it is impossible to predict the medical needs of a 
person or family; only when costs are averaged over a large group will 
fixed monthly payments suffice. Federal reimbursement is available on- 
ly when the recipient received free and unrestricted use of such special 
cash grant. However, even though medical needs may be met by issuance 
of special cash grants to recipients, there are still some drawbacks ap- 
parent in the difficulty of collection by the physician or other agency. 
Physicians are unsympathetic with this arrangement because they cannot 
be assured of prompt or complete payment for services rendered, although 
their attitude seems to be inconsistent with their preference that under 
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_ @ public program such as the Emergency Maternity and Infant Care pro 
gram, cash payments should-be made to the recipient of service rather 
than to the physician or hospital. 

Until recent years the decision as to the necessity for granting 
medical care rested solely with the local welfare official, possibly a 
person elected to the post for the purpose of keeping down expenditures 
rather than for his knowledge of the medical needs of people. In some 
instances this resulted in hardships for indigent persons who were de- 
nied necessary medical care. Often, the initial savings resulting 
from this policy were overbalanced by large expenditures at a later 
date because of delayed treatment leading to prolonged care, chronic 
invalidism, or long-term dependency of family members due to death of 
the wage earner. Also, the lay welfare officer has often expended pub 
lic money unnecessarily for periods of hospitalization longer than ac 
tually required, or for worthless appliances, patent medicines, etc., 
because of his lack of medical knowledge. 

To correct the first of these faults the Social Welfare Law was 
amended in 1940, on the recommendation of the New York State Commission 
to Formulate a Long-Range Health Program, to provide that "the deter 
mination as to medical care necessary for any person shall be made 
with the advice of a ceaiotant ner Earlier, about 1936, for the same 
purpose and also to promote the efficient expenditure of public moneys 
and to avoid the delays and expense attendant upon referring to a cen- 
tral State agency for authorization of many types of medical care for 
which State reimbursement was desired, city and county welfare districts 
were urged to employ full or part-time medical directors to keep accu- 
rate medical records, to make a study of all community resources which 
might be utilized before employing welfare funds for medical care, and 
to formulate a definite medical care program to be administered under 
written rules, L/ This idea has caught on to the extent that today a 
majority of the State's population reside in public welfare districts 
having medical directors and State-approved medical programs (see 7 
Table 6). This makes it possible to obtain State reimbursement for 
medical care provided at varying rates and by methods of payment suited 
to local conditions, and is an excellent example of what can be accom 
plished through decentralization of administration to the local level. 


13/ Section 184, Social Welfare Law. 


For a description, see "New York State's Public Medical Care Pro: 
gram", Lee C. Dowling, Public Weifare,* Feb.- 194k. 
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Table 6, Status of Local Medical Care Plan Develonnent, 

February 19/6 is 

liedical plans in 
process of 
developnent 


—_ 


Medical plans completed 


| 
and installed | 


Buffalo Area | 

Orleans County cas a: 
Erie County 
Cattaraugus County Niagara County 
Wyoming County Wyoming County | 
City of Lockport | 
City of Jamestown 
Chautauqua Count ae: -opoernaaates 
Rochester Area 2 

Steuben County ae : 


Allegany County 
Wayne County 
Yates County 
Schuyler County 
Monroe County 
Towns of Steuben County 
Rochester City 
Livingston Count; 


seneca County 
Yates County 


Syracuse Area 
Oneida County 


Herkimer County Town of Union / 

Chenango County Oneida Co. Bow & 

Broome County City of Utica 

City of Binghamton Oswego County 

Onondaga County Utica Veterans Bureau __ 
Albany Area 


Clinton County 
Essex County 
Otsego County 
Rensselaer County 
City of Troy 
Warren County 
Schenectady County 
City of Plattsburg 
Washington County 
Fulton County 
Saratoga County 
Saratoga County BCtl a/ 
Franklin Count MPU ASRS AG £2 Sees 
New York Area 


Nassau County 


. 4 
| 
ee be a oS 


Suffolk County Rockland County 
Westchester County 

Putnam County City of Newburgh 
Dutchess County Ulster County 


City of New Rochelle 


| few York City 
a/ Board of Child \iJelfare 
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Elsewhere, medical care is usually given under uniform State rules regard 


ing fees ,~2/ the incentive to abide by such rules being that reimbursement 


cannot be obtained without compliance. The pattern seems to be that where 
there is no State reimbursement, for example, in the case of hospital care, 
expenditures tend to be through official agencies other than welfare de- 
partments, but it appears that as the scope of reimbursement is widened the 
State will eventually extend its control to cover all types of medical care. 
The percentage of reimbursement by State and Federal governments for 
medical care rendered to public assistance recipients is shown in Table 7. 
It is possible that the percentage of State reimbursement to localities 
may be increased to 80 per cent in accordance with recommendations made to 
the Legislature by the Commission on Municipal Revenues and Reduction of 
Real Estate Taxes, although it is understood that there will be no State 


reimbursement for hospital care only. 


Table 7. Federal and State and Local Participation in Expenditures for 
Welfare Medical Services 


| Percentage of | 
financial 
varticipation®/ 
Program Type of care Local] State Federal 


Home Relief & Veteran Assistanceb/| Hospital only 
Home Relief & goteen rr 

Dld Age Assistance £/2 

Assistance to the Blinac/d/ 
id to Dependent Childrenf/e/ 
on-relief, need 
Exclusive of administrative costs, to which a different formula applies. 
b/ Includes cases admitted to relief status for medical care only. 

cf For grants made directly to recipient; if payment is made to physician 

. or hospital by welfare agency, Home Relief formula applies. 

d/ Federal financial participation does not continue beyond 50 per cent of 
total monthly budget of $40 for medical care and all other kinds of 
assistance. Formula then becomes 25 per cent local and 75 per cent State. 

e/ Federal financial participation does not continue beyond 50 per cent of 
total monthly budget of $18 for first child and $12 for each additional 
child. Formula then becomes 50 per cent local and 50 per cent between 
Federal and State, the latter assuming the share of the 50 per cent in 
which there is no Federal participation. 

27 For grants made directly to recipient; if payment is made to physician, 
hospital etc. by welfare agency, formula is 50 per cent local and 50 
per cent State. 

g/ Hospitalization in county or municipal hospital, or for more than 6 

months in any other hospital, is considered institutional care and is 

_ excluded from State and Federal participation. 


15/ Bulletin 77-d, New York State Department of Social Welfare, Albany, 


October 5, 1941. 
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Special study of current expenditures. In cooperation with the Com- 
mission on Medical Care, the State Devartnent of Social Welfare undertook 
to determine the cost of care furnished directly to individuals through 
State and local departments of welfare. Detailed records of all medical 
expenditures kept by the welfare departments during April, May and June 
1945 form the basis for the figures presented herein They have been ad 
justed to an annual basis for convenience of comparison and interpretation. 
This is perhaps the most ambitious study of its kind ever undertaken, and 
it presents a more complete picture than has previously been available, 
Many items of interest which it has not been possible to present here be 
cause of limitations of space are contained in the detailed records of the 
study on file in the State Department of Social Welfare. 

As pointed out previously, the welfare medical programs supplement 
other public and private programs and, in some instances, do not attempt 
to supply certain types of service, In New York City, for example, physi- 
cians! services in the office are not covered, and the welfare client rust 
depend on the clinics of the private hospitals and the New York City De 
partment of Héspitals for this type of service. The New York City Depart 
ment of Welfare does not pay physicians for surgery performed in hospitals, 
dental care is limited to that provided in four clinics conducted by the 
Department, and ambulance service is covered by the City Department of 
Hospitals; also, it is not their policy to accept cases requiring assis 
tance for medical care only, with the exception of hospital care for State 
charges. In the rest of the State the completeness of service varies ac 
cording to locality. Orthopedic, mental hygiene, child health, dental, 
cancer, child guidance and other clinics conducted by such official agen- 
cies as the State Departments of Health and Mental Hygiene, and local de 
partments of health, hospitals and education, are utilized. In addition, 
private agencies such as hospitals, the National Foundation for Infantile 
Paralysis, and visiting nurse associations, provide services which relieve 
welfare departments of making expenditures. The practice of paying physi~ 
cians varies by rate and type of service, most localities not undertaking 
to pay physicians for surgical services provided in hospitals. 

In respect to the hospital care of tuberculosis patients, welfare de 
partments, and counties and cities as such, may have overlapping responsi- 
bilities. As a rule, most of the cost of hospitalization of the tubercu- 
lous is a charge directly on the county or city. Relatively little is 
paid for from welfare department funds. In venereal disease treatment 
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there is a dual responsibility of health and welfare departments, but it 
is believed that the greater part of this expense is now borne by the 
health departments. The care of communicable diseases was formerly the 
responsibility of health departments, but owing to a change in the Social 
Welfare Law some years ago, the cost may now be borne by welfare depart- 
ments. 

Expenditures. As shown in Table 8, the current estimated annual ex- 
penditure was slightly in excess of $10 million, being $1.7 million for 
New York City and $8.3 million for the rest of the State. The reason for 
the lower expenditure in New York City was due chiefly to the much great- 
er amount of care provided through the public hospitals in that city than 
through public hospitals in the rest of the State. However, after deduct- 
ing surgeons’ fees, nursing in the hospital, hospitalization, nursing-home 
care, clinic service and ambulance (see Table 10) the twc areas still 
showed a difference - New York City $0.67 million,: and the rest of the 
State $1.8 million. About two-thirds of the difference seems to lie in 
general practitioners' services. A part of this difference may be at- 
tributable to the fact that the services corresponding to physician's of- 
fice calls that are paid for chiefly from public welfare funds in the State 
outside of New York City, are provided through public clinics in New York 
City. Some of the difference lies in the lower expenditures for drugs and 
appliances in New York City, and some of it may be due to the failure of 
the New York City program to provide physicians’ services in the home for 
the medically needy who are not otherwise eligible for public assistance. 
It seems possible that expenditures in the latter category might help to 
reduce the volume of hospitalization at public expense in New York City, 
and at the same time improve the quality of service. 

Of the various categories, Old Age Assistance cases required the 
largest sum, about $4 million, followed by Hospital Care only - $2.4 mil- 
lion, and medical care for Home Relief cases - $1.95 million. Aside from 
the Hospital Care only program, relatively little was expended from pub- 
lic welfare funds for the care of persons otherwise able to provide for 
themselves; nothing was spent in New York City and only $155,800 in the 
rest of the State. Of the total of $10 million, $6.2 million came from 
local funds, $3 million from State funds, and $0.8 million from Federal 
funds. 

The cost of administration has been estimated on the basis of sample 
studies in a few representative welfare districts, and an estimate of the 


time required by the medical programs in relation to the time required 


Table g. Summary of Expenditures from Public Welfare Funds for General Medical Care 
by Public Welfare Agencies, Classified by Programs of Assistance 


01 e © ale 


Program ee ss) fetal | 


Old Age Assistance 


$322,382.60 | $274,352.00 | $93,964.44] $1,290, 699- ou 


Aid to the Blind 3,092.00 6,297.76 12,545.68 

Aid to ‘Dependent Children 64,633.82 57,592.98 132,270.28 

Home Relief, reguier 150,867.80 104,357.16 255, 224.96 
. * medical care only 0 0 0 


Hospital care only 
Tuberculosis hospitalization 
mens home & sbi 


tote) oe EO 


$625,950.12 $1,375 125-12 $642,904.96 | $2, 702,580.80 


0 
0 
0 
io) 


Old Age Assistance 


Aid to the Blind 14,869.08 Bis »078.34 11,230.20 60,178.72 
Aid to Dependent Children 8,534.98 6,662.70 28,060.08 163,257.76 
Home Relief, regular 1, 303,179.36 236, 207.20 1,539,386. 56 
" medical care only We, ,047..60 19,756.64 155,804,2 
tie care only 8,338.44 206,979.44 2,355.2%57. 4 
Tuberculosis hospitalization Bt 565.64 | 53,468.20 91,0 033.34 
Repety _— A peered 1,669.28 fae 645.12 


be gi 84 
eee 2,096 . 35 


ETL eee Oe | ae 


Old Age Assistance 151,008, 332.72 | $2, cue OTT . $736. 869.40 | $3,993, 270° su. 


Aid to the Blind 17,961.08 40,376 8 14, 386. 72 72,724.40 
Aid to Dependent Children 15 168.20 104, 255%. 38,103.56 295,528.04 
Home Relief, regular 1,454, 047.16 34055 ee 0 1,794,611.52 
" * medical care only 136,047.60 19,756. 0 155,804.24 
Hospital care only 2,142, 398.44 206,979 44 0 2,355, 367-88 
Tuberculosis hospitalization 437,565.64 53,468.20 | 0 491,033.84 
County home & sartteney 725,975.84 1,669.28 0 727,645.12 
mes 5 hou Se ol 0 2 eels C 
6.227. 291L.40 | 3,020,840, 36 170,259 0.028 ..99 


a/ Monthiy sum included in general grant, to be expended for necical care as 
needed 


Table 9. Estimated Costs of Administration of General Medical Care Provided by Pub- 
lic Welfare Agencies 


MTSE) eS eT ee 
a] : |__Federal : 


Old Age Assistance 47,727-33 $31,818.22] $15,909.11 
Aid to the Blind 994.51 ) 994.51 
Aid to Dependent Children 12,976.83 0 12,976.83 
Home Relief 26, 348.38 17,565.60 0 
Hospital care only 0 ) 

Tuberculosis hospitalization 

Sart — & pateiovad 


Old Age Assistance 3196.151-47 SyOTs $65,783.82 
Aid to the Blind 2,740.80 0 2 740. 79 
Aid to Dependent Children 19,226.04 19,226.03 
97,877.20 

149,766.11 
Tuberculosis hospitalization 14,731.10 
County home & infirmary 
Foster homes & institutions 


Old Age Assistance $243,878.80 

Aid to the Blind 3,735.31 
Aid to Dependent Children 32,202.86 

124, 225.58 

149,766.11 

Tuberculosis hospitelization 14,731.10 

ene Sy home & infirmary a 
ter homes & i ons 4 262,88 
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for administration of all phases of public assistance. The overall cost, 
as shown in Table 9, was $1,067,000 or about 10 per cent of the cost of 
services provided, of which $602,000 came from local funds, $348,000 from 
State funds and $117,000 from Federal funds. 

In Table 10 medical welfare expenditures are broken down into types 
of service, as well as sources of funds. 

Table 11 shows for the various relief categories the average number 
of persons receiving public assistance during the year, i.e., the person- 
years. In the Old Age Assistance and the Aid to the Blind cases there is 
relatively little turnover in the course of a year, but in the Aid to De- 
pendent Children, and the Home Relief cases, where assistance may be grant- 
ed for only short periods of loss of income due to illness, etc., the turn 
over is great. 

Some idea of the cost of providing medical care to certain age groups 
in the population may be obtained for programs where all, or nearly all, 
of the medical care received is provided from public welfare funds. The 
following data apply only to the State outside of New York City because in 
New York City a great amount of medical care is provided at public expense 
from other than public welfare funds. The cost of administration, which 
would add an extra 10 per cent, is not included. Dividing the $2,702,581 
cost of care for Old Age Assistance cases in the State outside of New York 
City by the 53,106 person. years in this category yields an annual per cap 
ita cost of approximately $51 for medical care of persons aged 65 years and 
over, at public welfare rates, The corresponding figure for Aid to the 
Blind is $55 per capita. It is emphasized that these are not the costs 
per person receiving medical care; they are the average per capita costs 
for the entire group, some of whom received medical care, and some of whom 
did not. These figures would seem to be representative of the per capita 
cost of meeting the outstanding needs of the older population groups if 
service were purchased at reduced rates and full advantage were taken of 
private charitable resources. The per capita cost under Home Relief is 
$73 per year in cases which received assistance for food, shelter or cloth- 
ing, etc.$; cases which received only medical care under the Home Relief 
program have been excluded. The extent to which this figure is increased 
‘by the fact that many recipients found it necessary to request public as-— 
sistance only because of acute or chronic illness in the wage earner 
(approximately 50 per cent in 1944), is cancelled to some extent by the 
fact that for the Home Relief cases, hospital care was not a reimbursable 
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Table1Q Summary of Expenditures from Public Welfare Funds for General Medical Care 
by Public Welfare Agencies, Classified by Types of Service 


ee a, 
New York City 


Generel practitioners: 
Salaried basis 
Fee basis 


0 
$96, W066 $34,802.80 seasons fe $243,684.00 


Surgery 0 

Specialists yay. 462.08 21.68 
Refractions 1,486.16 2,110.72 0 
Dental care 39,527.80 45,213.80 ra) 


Nursing care: 
In patient's home 


ia aie 7,848.16 23,688.00 
fe) 


In hospital 0 
Nursing home care 32,348. & 30,902. 2 31,739.88 94,990.76 
Drugs and medical supplies 87,950.48 122,943.12 0 210,893.60 


Prosthetic appliances: 


Eyeglasses 15,005.48 20,985.30 5,991.28 
Dentures 20,541.26 29,258.66 
Other services 9,817.08 9,652.20 

Hospitalization 229,465.00 688,395.00 

Clinic visits 0 ie) 


sab ance services 
dical 


General practitioners: 
Salaried basis 


$102,461.00 


Fee basis 309» 366. Ip 
Surgery 7,490 
Specialists ae a 
Refractions 7,321.60 5,216.72 
Dental care 31,497.48 13,120.64 


‘Nursing care: 


In patient's home 27,748.34 27,106.52| 17,529.80 

In hospital 104,115.00 6,546. “pe 6,295.52 
Nursing home care 249,172.00 250,713. 24h 335.68 
Drugs and medical supplies 138,531.92 185,910.24 28,014.76 © 
Prosthetic appliances: 

Eyeglasses 21,078.32 19,72u. : 11,156.04 

Dentures 15,511.90 14,399. 11,412.68 

Other services 27,78 - =a 198 232 3,215.32 
Hospitalization 391s 575~ oe ;903.84 22,997.08 
Clinic visits 34,354. 12,533.08 1,293.64 
Ambulance services 35,8376 a 12,965.44 895.92 
Other medical services 93 , 899.76 4550.96 95 56 


General practitioners? 
Salaried basis 


Fee basis 
Surgery 
Specialists 
Refractions 
Dental gare 71,025.28 
Norsing care? 
In patient's home 10h 15:00 a? 96,073.16 
In hospital »115.00 6,295 52 116,956.34 
Nursing home care 2520.60 STB cio «ae $39,211.92 
Drugs and medical supplies os $2.40 28,014.76 563,350.52 


Prosthetic appliances: 

Byeglasses 

Dentures 

Other services 
Hospitalization 
Clinic visits 
Ambulance services 
Other medical services 


36,033.80 87,950.56 
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Table 11. Movement of Public Assistance Cases, November 1944 ~ October 1945. 
Old Age i Aid to Depend~ Home 
Movement Assistance i ent Children Relief 
of cases New York Rest of New York Rest of New York Rest of New York Rest of 
City State City ’ State City State City State 
Cases Nov. 1, 1945 
Added during year 


Closed during year 


eons Ye a ae eee ee ae 
Person-years~’ 52,266 53,106 | 1,846 | 1,093 33,477 14,160 45,910 21,120 


a/ Number at beginning of year plus one-half the number added, less one-half of the number closed. 
b/ Product of average number of cases under care during year and average number of persons per case. 
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item and may have been provided by public hospitals rather than at welfare 
department expense. 3 

The figure for Aid to Dependent Children recipients is only $11.50. 
This may be an understatement in respect to hospital care for the same rea- 
sons that apply to Home Relief cases” 3 also, some health supervisory, 
orthopedic and related services may have been provided through health de~ 
partment and related programs other than those conducted by welfare de- 
partments. Another interpretation may be that, relatively speaking, the 
welfare medical programs do not offer as much for children as for older 
persons, possibly because the medical needs of children are less obvious 
and require care which is preventive rather than restorative in nature. 

The percentage distribution and the dollar cost of the various types 
of medical service are shown in Table 12. The distribution of average 
per capita expenditures is quite. similar for Old Age Assistance and Aid 
to Blind cases. In these groups there are undoubtedly many cases of chron 
ic disease necessitating rather large expenditures for hospital care, nurs. 
ing-home care and nursing care in the patient's ow home. Aid to Depen 
dent Children cases require relatively small expenditures from welfare 
funds, so small in fact that after allowance has been made for services 
available to them through other agencies and the fact that relatively low 
fees are paid for service, it appears that this group may be receiving a 
volume of care which does not meet their needs. The small expenditures 
for dental care are worthy of comment, since adequate care would entail 
amounts greatly in excess of those shown in Table 12. Under Home Relief, 
hospital care makes up a large proportion of total expenditures despite 
the fact that the figures do not include a large volume of care paid for 
by agencies other than welfare departments. Relatively more physician 
care is provided on a salary than on a fee basis for this group; also, 
expenditures for dental care and eye refractions are low, The limitations 
of these data in respect to affording a judgment of the adequacy of care 
have been pointed out;more extensive conclusions concerning the adequacy 
of medical care for relief cases in general would not seem warranted in 
view of these limitations and the fact that the scope of the Cormission's 
studies did not afford a more thorough study of this subject. 


16/ Hospital care for these cases did not become a reimbursable item until 


July 1, 1945, which was after the period of this survey. 
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Table 12. Percentage Distribution, and Average Annual Per Capita Medical 
Cost for Public Assistance Recipients, 1: Sigs State, Exclusive of New 
York Cit 
Average cost per capita 
Type of service GANT ABT ADC | HRB/[ Oak LAB ADC aR 
Physician services 


Gen'1 practitioner, 
salary 
Gen'l practitioner, 


Surgery 
Specialist 
Refractionc/ 
Clinic visit 

1 physician care 


° 
Dental care as ; a 16 -65| 1.40 Re 
Dentures 6 4351 3h) -32 
All dental care 1% 5 i; ¥ tes -62 | 1.00] 1.85 26 


fogpitalization 


All hospital care | 33.7] 36.7) 17.18 51. 


Nursing myers 


At home 
In hospital 
\l1 nursing care 


Drugs and supplies 
Eye~-glasses 


APPLLARSES genital) 


All drugs and appli- 
ances 


Ambulance 
Other 
411 miscellaneous 


All medical care [100.0]100.0 [100.0] 100.0] 50.89 | 55.06] 11.53 | 72.89 | 
a/ Based on “three- month period, April, May and re 
b/ Includes only Home Relief cases receiving assistance such as food, 
clothing and shelter; does not include cases opened for medical care only. 
c/ Refraction by physician, optometrist or ophthamologist. 

Care of the sick, chiefly chronic cases, in suitable places other than 
hospital or patient's home. 


Local Expenditures for General Medical Care 
In obtaining revenues for a State medical insurance program, locali 


ties might be required to contribute to the State insurance fund in view 
of the fact that the State program would relieve them of customary medi- 
cal care expenditures. Because medical needs are relatively constant 
from locality to locality, the contributions required of localities might 
be on a per capita basis., As an alternative, the contributions might be 
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wgtounses 
g 


Genesee 
Greene 
Hamilton 
Herkimer 
Jefferson 
Lewis 
Livingston 
Madison 
Monroe 
Montgomery 
Nassau 
Niagara 
Oneida 
Onondaga 
Ontario 
Orange 
Orleans 
Oswego 
Otsego 
Putnam 
Rensselaer 
Rockland 
St. Lawrence 
Saratoga 
Schenectady 
Schoharie 
Schuyler 
Seneca 
Steuben 
Suffolk 
Sullivan 
Tioga 
Tompkins 
Ulster 
Warren 
Washington 
Wayne 
Westchester §,000 
Wyoming 6,600 
Yates 

000 


2 2 e5t 3 


wees 1 8 


5 
15,200 
State, Exclud- 
ing New Yorx 
City 5,173,886 1,986,005 


e/ In New York City, some expenditures for the care of tuberculosis patients in private hospitals could not be separated 
rom other expenditures. 

v/ Adjusted to ammual basis from figures for April, May and June 1945, or other representative 3-month period. 

c/ Represents additional expenditures, e.g., receipts of a mmicipal hospital from public welfare departments have been 
excluded, insofar as was possible. 
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based on customary expenditures for medical care of the needy. 

Table 13 shows local expenditures by welfare departments and public 
general hospitals. Moneys received from the State and Federal governments, 
and expenditures for tuberculosis hospitalization, have not been included. 
The additional expenditures for municipal and county hospitals represent 
the amounts paid from public general funds after deduction of receipts from 
public welfare agencies and private individuals and agencies. Care was ta- 
ken to avoid duplication of figures. Any duplication that might remain 
would be small in amount and would not detract from the primary purpose of 
the table, which is to show the variation among localities. 

The variation among localities is great, from $0.16 to $3.34 per cap 
ita, the average in the State outside of New York City being $1.17, and in 
New York City $3.34. The median figure for the State outside of New York 
City is $0.79 per capita. On the basis of community wealth, as judged by 
the equalized assessed valuation of real property, the variation is not as 
marked, but is still very great. There seems to be no striking relation- 
ship between per capita assessed valuation and per capita expenditures for 
medical care, The public expenditures for medical care seem rather to re 
flect the operation of several factors: standards of eligibility for care 
(this is especially noticeable in respect to hospitalization in New York 
City), volume of care provided, cost per unit of service, and the extent 
of private philanthropy. There seeris to be no correlation between the 
rate of public expenditures and the percentage of population covered by 
hospitalization insurance, but it is remarkable that Monroe County, which 
greatly exceeds any locality except New York City in per capita expendi 
tures from public funds, is the county which greatly exceeds all others in 
the purchase of hospitalization insurance. This observation suggests that 
no matter how generously provision is made from public funds, people pre 
fer to purchase medical care from their own resources rather than to rely 


on public or private charity. 
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CHAPTER VIII 
PUBLIC MEDICAL CARE, CONTINUED 
(WORKMEN'S COMPENSATION AND MISCELLANEOUS PROGRAMS ) 


Workmen s_ Compensation 


Workmen's Compensation laws, which constitute a type of compulsory 
health insurance widely accepted in the United States, developed from the 
realization that industrial accidents are an industrial responsibility, 
and should be considered as a regular cost of production. 

Although not paid for from public funds as such, the coverage and 
expenditures are prescribed by law and, added to the cost of production, 
affect all residents of the State and may be considered as a public pro- 
gram. Early compensation laws emphasized cash Senatite a but these were 
found to be inadequate since medical services necessary for recovery and 
rehabilitation of the worker were frequently ignored, The emphasis has 
shifted to medical care benefits to the extent that in New York State ex- 
penditures for medical care approximate one-third of compensation payments, 
as illustrated in Table 1. 

In 1944 the Moreland Commission, appointed by the Governor to inves- 
tigate the administration of Workmen's Compensation, submitted a report 
revealing many abuses. Its findings are commented on herein, and 1944 and 
1945 corrective legislation adopted on the recommendation of the Moreland 
Commission is indicated by capitals. 

Coverage. Insurance against industrial accidents and diseases must 
be carried for all employees by employers engaged for profit in industries 
which are designated as hazardous, or which contain occupations designated 
as hazardous. In non hazardous activities employers may elect insurance. 
An employee may not waive his rights to compensation or pay any part of 
premiums, Failure to obtain required insurance is punishable by fine and/ 
or imprisonment. 


’ Comment, A large number of employers fail to secure the necessary 
insurance. In 1943, 1600 claims cases were filed against non-in- 
sured employers, and an additional 1,400 employers were prosecuted 
for failing to obtain insurance.4/ Since 1930, approximately 45 per 


1/ Cash benefits paid under Workmen's Compensation are not included in 


this section. 

2/ Report of the Industrial Survey Commission of New York for 1927-8, 
Legislative Document (1928) No. 87. 
3/ It is estimated that 70 per cent of medical care expenditures is paid 
to physicians and 30 per cent to hospitals. 

L/ Annual. Report of the Industrial Commissioner, 1943. 
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cent of awards against non-insuring employers have not been paid.=? 
Because of the Several types of insurance permitted, it is difficult 
to enforce the coverage provisions. 

As with any insurance plan based on employment units, consider- 
able confusion has arisen concerning coverage of interstate and mari- 
time operations. 


Table 1. Incurred Losses?/ of Insurance Companies and the mEOKe Fund by 
Cash and Medical Payments for 1940, 1941 and 1942. 


i 22 Bans Cy eee eee SE SS ROE. sae 9 
Carriers and Amount Per Amount Per Amount Per 
payments 


thousands) cent | (thousands) cent ([thousands) cent 


Stock companies 
Cash benefits $12,727 67 $13,962 67 


$16, 300 71 


Medical: benefits 6,413 33 7,016 535 
Mutual companies | 
_Medical benefits 4,781 34° 
State Fund 

Cash benefits 10,821 72 11,551 


Medical benefits 4,245 
All carriers 
Cash benefits 
Medical benefits 15,439 32 17,290 32 
Total 48,372 100 53,958 100 
a/ Incurred losses consist. of losses paid during the period and also the 


present value of future payments on the claims. 


4,659 


32,933 36,668 


Methods of obtaining insurance, Insurance may be obtained as follows: 

io State Fund. A State Insurance Fund is set up in the Department of 
Labor to insure employers. It is administered by the Industrial Com- 
missioner and seven persons representing employers insured with the 
Fund. All administrative costs, not to exceed 25 per cent of premiuns, 
are paid out of the fund. Premiums are fixed at the lowest rate con- 
sistent with maintenance of solvency. State Department of Insurance 
supervision is comparable to that for private insurance companies, 

26 Mutual associations or stock companies. Upon payment of an annual 
fee of 1 per cent of premiums, which fee is deposited in a security 
fund to pay awards against insolvent campanies and costs of adminis- 
tration, insurance companies may obtain a license to sell Workmen's 
Compensation insurance. A penalty of up to $2,500 may be imposed 
for failure to obtain a license. Employers are liable if the com- 
pany defaults in claims payments, Operations are supervised by the 


State Department of Insurance. 


5/ Administration of the Workmen's Compensation Law in the State of New_ 


York, Report of the Moreland Commissioners, 1944. 
6/ Communication from the Compensation Insurance Rating Board, July 31, 
1945. 
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3, Self-insurers. 

a. Private. Employers who furnish proof, to the satisfaction of the 
CHATRMAN OF THE WORKMEN'S COMPENSATION BOARD, of their ability to 
pay compensation and who post a bond, may pay out awards personal- 
ly with no insurance policy required. The Division of Self-Insur- 
ance in the Department of Labor, representing self-insurers, ad- 
vises the CHAIRMAN OF THE WORKMEN'S COMPENSATION BOARD on questions 
relating to self-insurance, Its expenses are met by assessment of 
the self-insurers, 

b. Public. By resolution of the board of supervisors a county may in- 
sure itself, and a subdivision thereof may join in the county plan 
for paying the claims and medical costs incurred under the State 
law, and sharing the costs on the basis of assessed valuation. 


Comments. When Workmen's Compensation was first adopted in New York 
State in 1914, there existed as in other States the situation of many 
cormercial insurance companies firmly entrenched in this field of in- 
surance, who resisted the establishment of a State insurance system; 
employers who hesitated to approve ee experiments; the 
lack of public understanding of social insuranc » As a result, pri- 
vate companies were permitted to operate along with a State fund to 
insure against the risks of employee accidents. Today it is estimated 
that New York State coverage of Workmen's Compensation is in the neigh~ 
borhood of 4 million employees. It is roughly estimated that distri. 
bution of these employees between the various methods of coverage is 
as follows: 


Type of coverage No. of employees 


Self insurers 709,000 
Governmental 75,000 
Non-governnental 625,000 

Private companies 2,200,000 

State Fund 1,100,000 


Of $115.6 million paid to insurance companies by employers in a 
Compensation premiums in 1943, the State Fund wrote $31.3 million 

and private companies (61 stock companies and 24 mutual companies), 
$84.3 million 2/(see Table 2). The 45,000 employers who insured with 
the State Fund at premium rates approximately 20 per i 7 ge than 
commercial rates saved more than $6 million for the year,/ despite 

the coverage by the State Fund of many poor risks not acceptable to 
private carriers. In 1944, 5989 500 employers and 700 political sub- 
divisions were self-insurers.+ 


7/ Progress of State Insurance Funds under Workmen's Compensation, United 
States Department of Labor, Division of Labor Standards, Bulletin No. 30, 


1939. 
8/ Computed at standard rates set for insurance companies. Actual prem- 
jum payments, because of lower rate schedules used by the State Fund, were 
$25.1 million. 9 
2/ ew York State Insurance Report,1944, Volume III, Table 7- 

O/Statement of Director of the Division of Self-Insurance, New York 


State Department of Labor, June 1945. 
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All four types of coverage are on a merit-rating basis, which en- 
courages accident prevention and, also, payment of as few claims as 
possible, Probably as a result of the financial incentive, there have 
been frequent instances of illegal pressure on physicians, insurance 
companies, and Workmen's Compensation Division employees to minimize 
claims and thus reduce employer costs. 

The idea of the State engaging in the insurance business through 
the State Fund has been criticized as tending toward socialism. Yet, 
"after a quarter of a century of-experience, it cannot be said that 
the 18 States that have adopted State compensation insurance funds, 
or all of the 9 Canadian Provinces with similar provisions, have gone 
farther in the divection of socializing all industry than have the re 
maining St atest alt 


Insurance rates. Under Article 8 of the State Insurance Law, licenses 
are issued by the Superintendent of Insurance to rating organizations, which 
are established to set up rates on insurance risks, subject to approval of 
the State Superintendent of Insurance. There exists only one such organi- 
zation at the present time, the Compensation Insurance Rating Board. Rate 
schedules may not be excessive, unreasonable, or discriminatory. Persons 
affected by the rate may have an opportunity to be heard. Upon payment of 
a fee, insurance companies may obtain rate schedules from these rating or- 
ganizations for their ovm use in writing insurance. Rates charged by an 
insurer must be standardized according to the type of risk involved. There 
may be no rebates, discounts, etc. However, an insurance company may dis- 
tribute dividends to policyholders from surplus or unearned premiums. 

The State Insurance Fund is not bound by the rates set up for the com 
mercial insurance companies. Its rates, although partially based on those 
of the Compensation Insurance Rating Board, are generally fixed at a some 
what lower level, reflecting the accident experience of the employer. 


Comments. Tables 2 and 3 present data on premiums paid by employers 
for Workmen's Compensation insurance, and disposition of the premium 
funds. 

‘Payments to injured workers per premium dollar paid by employers 
in New York State varied in 1943 from $.584 per premium dollar ‘paid 
to workers by the stock companies and $.591 by mutual companies to 
$.788 paid by the State Fund. Ll/ Private insurance companies base ar- 
guments for their higher premium rates on high taxes from which the 
State Fund is exempted. It has been re ge by Thomas G. Gorman, 
Business Acquisition Director of the Fund, 2¢ that compensation in- 
surance is in effect a tax on business, and that there is no economic 
defense of a system which permits farming out the collection of a 
tax to insurance companies operating for profit. Further, Federal 
and State taxes and fees (excluding Federal income tax) comprised only 


11/ See Table 1. Based on experience in New York State. This excludes the 


unknown proportion of premiums paid back as dividends to the employer. 
12/Rochester, New York, Democrat and Chronicle, February 16, 1945: 


er 
, 
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$.034 of each premium dollar for stock companies, $.024 for mutual 
companies and $.006 for the State Fund, which tax rate does not 
justify the disparity in premiums. The State Fund pays rent and is 
assessed as are private companies to cover costs of administration 
by the Workmen's Compensation Board and the Compensation Insurance 
Rating Board. The great difference in distribution of premium in- 
come is in expense, particularly in acquisition of contracts, the 
stock companies paying $.148 per premium dollar toward Li) ame 
the mutual companies, $.047, and the State Fund, $.007. High ac~ 
quisition cost in a form of social insurance would not seem to be 
justified since "insurance is compulsory and no amount of sales ef- 
fort can change the amount written - it can only decide who will 
write it." =< 

Despite the higher premiums and lower claims payments by stock 
and mutual insurance — financial reports filed with the State 
Superintendent of Insuranc indicate that in many instances the 
writing of compensation insurance does not pay; it is offered as an 
accommodation to employers for whom the company carries other types 
of insurance, or to attract clients to whom more profitable types of 
insurance can later be sold. This would appear to indicate that the 
sale of compensation insurance through a multitude of private car- 
riers is not economical. 

In view of the lower premiums and higher benefit returns of the 
State Fund, it might appear odd that a large number of employers con- 
tinue to insure through stock and mutual companies. This situation, 
which exists in all States having a competing State Fund may be ex- 
plained in part as a result first, of the fact that the State Fund is 
expected to take what business comes to it, and let private companies 
pick off the good risks; second, that most employers have connections 
with insurance companies handling other types of insurance for then; 
and third,that there is frequently a person connected with the firm 
who is oa in having the insurance go to a particular insur- 
ance company. 


Table 2. Workmen's Compensation Insurance Selene aka eae and Claims 
Paid in New York State, 19 


oss ratio 4 


919,129, 5652 
15,645, 694£ 


Preriums 


Type of insurer _earned 


61 stock companies 
Pi. mutual companies 
Btate Insurance Fund 
At standard rate 11, 525,365 
At actual rates? 5,324,227 
paar 
Total at actual rates 109 88L| 69,256,398 0,099 

a/ The State Insurance Fund premiums average a eiS lower than e 
standard rate set by the Rating Board despite acceptance by the State Fund 
of types of risk not acceptable to cormercial insurance companies. State 
Fund figures are shovm on the basis of premiums which would be charged 

if standard rates were used, and as those actually charged. 

b/ Stock companies may make a slight refund of premiums at the end of the 
premium year to larger insurers. 

c/ Mutual companies may refund up to 20 per cent of premiums as a divi- 
dend, at end of premium year. 


13/ See Table 2. Based on nation-wide experience. 


14/ Medical Relations under \lorknen's Compensation, Revised, Bureau of 
Medical Economics, American Medical Association, Chicago, 1935. 
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Table 3. Workmen's Compensation Loss and ense Ratios as Per Cent of 
Premiums Paid 


National experience |New York State 
Premiums, expense Stock _ ,Mutual Insurance Fundb/ 
and net gain coripanies” com anies 


Premiums earned 100.0 100.0 100.0 
Claims payments 59.0 pea 78.8 
Expense 


Claims adjustment 

Acquisition & field supervision 
General administration 
Inspection and bureau 

Taxes and fees 


Net gain 
Before Federal tax 
After Federal tax 


a/ Based on nation-wide underwriting. 

Includes 64 stock companies and 24 mutual companies. 

b/ Based on premiums actually charged. 

c/ Stock companies may make a slight refund of premiums at end of. premium 
year to larger accounts. 

d/ Mutual companies may refund up to 20 per cent of eins as a dividend 
at end of premium year. 


Benefits. A compensable injury is an accidental injury arising out 
of or in the course of employment, and any resultant disease and infection, 
excluding injuries resulting from the intoxication of the injured person 
while on duty, or the willful intention of the injured. 

The injured individual has complete freedom of choice of authorized 
physician, and a notice of this right must be posted in the place of em- 
ployment. THE PHYSICIAN IS NOT TO. BE SUBJECTED TO INTERFERENCE OR IM- 
PROPER INFLUENCING IN HIS DIAGNOSIS AND TREATMENT OF THE CASE. The em- 
ployer is responsible for the costs of medical, surgical, and other’ at- 
tendance for as long as the injury requires, and for any artificial mem- 
bers or supports needed. 

THE CHAIRMAN OF THE COMPENSATION BOARD AUTHORIZES PHYSICIANS, MEDI. 
CAL BUREAUS, AND LABORATORIES TO PERFORM COMPENSATION SERVICES ON THE 
BASIS OF RECOMMENDATIONS ON INDIVIDUAL APPLICATIONS FROM A LOCAL MEDICAL 
PRACTICE. COMMITTEE. AUTHORIZATION IS. GIVEN FOR SPECIFIC TYPES OF SERVICES 
OR. SPECIALTIES. IN METROPOLITAN COUNTIES, THIS COMMITTEE IS COMPOSED OF 
THREE. LICENSED PHYSICIANS OF OUTSTANDING QUALIFICATIONS APPOINTED BY THE 
CHAIRMAN OF THE COMPENSATION BOARD. -IN LESS POPULOUS COUNTIES, THIS COM- 
MITTEE MAY BE APPOINTED BY THE COUNTY MEDICAL SOCIETY, BUT IF NO ACTION 
IS TAKEN BY THE MEDICAL SOCIETY, THE CHAIRMAN APPOINTS THE COMMITTEE. 
PHYSICIANS ON THESE MEDICAL PRACTICE COMMITTEES MAY NOT ACCEPT WORKMEN'S 
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COMPENSATION PRACTICE. THE PHYSICIAN DESIRING APPROVAL SUBMITS A STATE. 
MENT OF HIS QUALIFICATIONS TO PRACTICE, INCLUDING THOSE IN ANY SPECIALTY 
HE PRACTICES. THE MEDICAL PRACTICE COMMITTEE MAKES ITS RECOMMENDATIONS 
ON GENERAL AND SPECIALIST PRACTICE ON THE BASIS OF THIS APPLICATION. A 
PHYSICIAN WHO HAS BEEN REFUSED AUTHORIZATION TO PRACTICE HAS THE RIGHT 

TO APPEAL TO THE MEDICAL APPEALS UNIT OF THE STATE INDUSTRIAL COUNCIL FOR 
A REVIEW OF HIS QUALIFICATIONS. 

Only authorized physicians may render care, except that emergency 
care may be rendered by any licensed physician, a licensed physician on a 
hospital staff may care for hospital patients, and under active and per 
sonal supervision of an authorized physician, care may be rendered by a 
registered nurse, registered physiotherapist, or other person trained in 
diagnosis and laboratory techniques, provided that adequate signed records 
of instructions for treatment and reports of the patient’s condition and 
progress are made by the physician and are submitted to the CHAIRMAN OF 
THE COMPENSATION BOARD. NO PERSON MAY SOLICIT BUSINESS FOR PERSONS 
AUTHORIZED TO GIVE CARE. 

To be eligible for authorization by the CHAIRMAN OF THE COMPENSATION 
BOARD, laboratories and medical bureaus participating in treatment and 
diagnosis must be qualified for certification by the State Cormissioner 
of Health, or the New York City Board of Health. In no case may more than 
two such laboratories or bureaus be operated by the same physician, Au 
thorized laboratories or bureaus must submit periodic reports on personne! 
and equipment, be subject to inspection, and pay an annual license fee of 
$50 per bureau and $10 per laboratory. 

The results of investigations made by THE LOCAL MEDICAL PRACTICE 
COMMITTEES of charges against authorized physicians are reviewed BY THE 
MEDICAL APPEALS UNIT OF THE STATE INDUSTRIAL COUNCIL and submitted AS AD 
VISORY RECOMMENDATIONS TO THE CHAIRMAN OF THE COMPENSATION BOARD. HE MAY 
MAKE INDEPENDENT INVESTIGATIONS TO THE SAME END. 

Authorization may be rescinded on grounds of professional misconduct 
or incompetency, exceeding linits of professional competence, misstatement 
.of qualifications, FAILURE TO SUBMIT ADEQUATE AND VALID REPORTS TO THE 
CHATRMAN OF THE COMPENSATION BOARD, rendering service under the mininum 
fea =? sbliciting business, REFUSAL TO ANSWER ANY LEGAL QUESTION REGARD- 


15/ The fixing of a minimum fee schedule is to insure that the injured 


worker receives adequate medical care. Since physicians are not per- 
mitted to reduce their fees, the employer or insurance company would have 
less reason to influence the claimant's choice of physician. 
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ING CONDUCT UNDER THE AUTHORIZATION, payment or receivt of any refund or 
gratuityLe/, or maintenance of inadequate equipment and personnel by med- 
ical bureaus and laboratories. THE EDUCATION LAW PROVIDES FOR REVOCATION 
OF LICENSE FOR FEE SPLITTING, ETC. | 

Minimum fees for medical services are established by the CHAIRMAN OF 
THE COMPENSATION BOARD after consultation with the State Medical Society 
and other interested parties. Payment is usually made on a fee basis, 
but the enployer or insurance company is permitted to contract for the 
services of physicians, medical bureaus and laboratories on a salary ba. 
Sis. However, the employee is not required to accept a salaried physician, 
being euaranteed free choice. No payment may be accepted from injured per- 
sons. A physician's claim is valid only if within 24 hours of. first treat- 
ment he notifies the CHAIRMAN OF THE COMPENSATION BOARD’ and. the employer. 

If the insurance company or employer wishes to question the physi, 
clan's biii, an impartial review before the medical practice committee or 
a professional arbitration committee may be held. For each such case a 
charge of 2 per cent of the award is made against each party. If the 
physician's bill is upheld, a penalty is imposed on the complainant. To 
determine the contested. claims, the CHAIRMAN OF THE COMPENSATION BOARD em- 
ploys physicians to examine the claimants. These physicians may have no 
financial relationship with the employer or insurance company, may not 
treat the injury or recommend a physician for treatment, but may recommend 
the type of treatment needed. 


Comments. The only data available on the amount paid to doctors and 
hospitals for various types of services under the Workmen's Compen- 
sation Law are those furnished to the Commission by one of the largest 
companies writing compensation insurance. They ‘cover the month of 
June, 1945. Table 4 shows that 69 per cent of medical payments were 
made to physicians and 31 per cent to hospitals. 


Table 4. Percentage Distribution of Payments for Medical Ser 
_Wices by Type of Service Rendered, June 19 


Payments for service | 


To eo ee 
doctors } hospitals]! Total 


= 1 26 


Service rendered 


Office calls - no other service 
Office calls with x-ray; physio- 
therapy or minor operations 

perations — including x-ray, physio- 
‘therapy and after care 

Physiotherapy alone 

X-rays,and x-ray and physiotherapy alone 
Special hospital charges 
, Supplies, transportation, etc. 


167 ANY PERSON VIOLATING, ATTEMPTING, OR AIDING VIOLATION OF THIS REFUND 


CLAUSE IS GUILTY OF A MISDEMEANOR. 
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Freedom of choice of physician is a relatively new concept. 
Prior to 1935, the power of selection rested with the employer, ex- 
cept where he neglected to provide the necessary aid. After intro- 
duction of freedom of choice, penalties were provided in case of 
interference with the free selection of physician. 

There is no direct financial relationship permitted between 
the patient and the physician, although ordinarily in other situa- 
tions organized medicine insists that there be no agent between pa- 
tient and physician to provide payment and regulate service. 

Authorization of physicians to practice in Workmen's Compensa.- 
tion cases was, until recently, a function of the county medical so- 
cieties, Their recommendations for approval and also for removal 
from the list were mandatory on the chief administrative officer, 
who was not free to make his own investigations of such professional 
matters. However, the county medical societies were found inadequate 
in both of these matters. Few actions were taken against physicians 
who were known to be guilty of gross abuses. As a corrective mea- 
sure, this authority was allocated to medical practice committees 
(appointed by the Chairman of the Compensation Board) whose recon- 
mendations are advisory rather than mandatory on the administrative 
officer. 

It was necessary to insist that care be given only by authorized 
physicians or under their active and personal supervision since many 
cases were discovered of care being given by unqualified personnel, 
without adequate supervision by the physician employing them. 

Many instances were found where Workmen's Compensation practice 
took on the aspect of a racket, with middle-men obtaining patients 
for physicians, unnecessary treatments being ordered by physicians 
in order to obtain kickbacks; and fee splitting becoming an accepted 
practice of specialists. To prevent such situations from continuing, 
it was necessary to provide heavy penalties for malpractice of this 
type and to make compensation practice subject to direct investiga- 
tion by the Chairman of the Compensation Board, rather than vest 
this power in the profession through non-official channels, or en- 
tirely with official representatives of the profession, 

There has been a decided tendency to pad medical treatment and 
fees, presumably because payment is made on a fee-for-service basis. 

The employment by the State of competent professional person- 
nel, adequately reimbursed and furnished with necessary medical fa~- 
cilities is most important in obtaining an impartial diagnosis for 
use in adjudicating claims. 


Appeals. Awards made by referees of the WORKMEN'S COMPENSATION 
BOARD as well as prior BOARD awards may be reviewed by the BOARD. Fur- 
ther appeals may be made to the courts. Fines are levied for unjustified 
appeals or those intended for the purpose of delay. WITHDRAWAL OF AN AP- 
PEAL COSTS $50. 

Persons other than attorneys appearing for claimants or for self- 
insurers must be licensed. Legal fees charged injured persons must be 
approved by the BOARD. No person may solicit employment for a lawyer in 
compensation cases. 

The CHAIRMAN OF THE COMPENSATION BOARD has the right of recourse for 


compensation against any employer or insurance company in the name of an 
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injured worker. 


Comments. Appeals by employers and insurance companies are fre- 
quently taken for the purpose of delay and bargaining. Between 
1940 and 1942 inclusive, 70 per cent of all appeals were subse- 
quently withdrawn, presumably because ill-founded. The State Fund 
has been a serious offender, withdrawing 93 per Saget its con- 
siderable number of appeals in the three year perio Thus the 
State Fund seems to have taken hundreds of appeals with no serious 
intention of carrying them through. 

To make proper and necessary legal advice available to all 
claimants, the services of a panel of legal advisers might be made 
available free of charge. 


Administration. ADMINISTRATIVE AUTHORITY IS NOW CENTRALIZED IN A 
FULL-TIME WORKMEN'S COMPENSATION BOARD IN THE DEPARTMENT OF LABOR. THE 
BOARD CONSISTS OF TEN MEMBERS APPOINTED BY THE GOVERNOR, OF WHOM AT LEAST 
THREE MUST BE PRACTICING LAWYERS. ALL EX#CUTIVE AND ADMINISTRATIVE AU- 
THORITY IS VESTED IN THE BOARD MEMBER WHO IS DESIGNATED BY THE GOVERNOR 
AS CHAIRMAN. 

THE BOARD, EXCLUDING THE CHAIRMAN, IS DIVIDED INTO THREE PANELS, 
WITH A LAWYER ON EACH PANEL. ALL HEARINGS ARE CONDUCTED BY THESE PANELS. 
THE BOARD HEARING SCHEDULE MUST BE KEPT UP TO DATE. WHENEVER CASES ARE 
PENDING FOR MORE THAN 30 DAYS, THE PANELS MUST HOLD HEARINGS AND DIS- 
CHARGE THEIR DUTIES EVENINGS AND ALL DAYS OF THE WEEK EXCEPT SUNDAY, IN 
ADDITION TO THEIR REGULAR WORK HOURS. 

THE CHAIRMAN OF THE WORKMEN'S COMPENSATION BOARD HAS AT HIS DISPO- 
SAL FUNDS TO FINANCE STUDIES ON ADMINISTRATION, ETC. WITH A- VIEW TO IM- 
PROVING NEW YORK STATE WORKMEN'S COMPENSATION LEGISLATION AND ADMINISTRA 
TION. 

In addition there is an advisory body known as the State Industrial 
Council. IT IS COMPOSED OF THE INDUSTRIAL COMMISSIONER, THE CHAIRMAN OF 
THE WORKMEN'S COMPENSATION BOARD, THE CHAIRMAN GF THE BOARD OF STANDARDS 
AND APPEALS, AND NINE OTHER MEMBERS REPRESENTING EMPLOYERS, EMPLOYEES, 
AND PHYSICIANS. THE COUNCIL ACTS ONLY IN AN ADVISORY CAPACITY ON WORK 
MEN'S COMPENSATION. THE PHYSICIANS ON THE COUNCIL CONSTITUTE A MEDICAL 
APPEALS UNIT TO REVIEW THE WORK OF MEDICAL PRACTICE COMMITTEES AND TO 
PRESCRIBE RULES GOVERNING THEIR OPERATIONS. 

The Industrial Commissioner is head of the State Insurance Fund. 
The CHAIRMAN OF THE COMPENSATION BOARD is head of the Division of Self 
Insurance, 

All administrative costs are met by assessments against employers 


who insure themselves, insurance companies, and the State Fund. 


aie Pe! 
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Comments. Several changes in the administrative pattern of Work- 
men's Compensation have been effected within the last few years in 
an attempt to prevent recurrence of abuses and maladministration 
such as were revealed by recent investigations. The 1945 Legisla 
ture established a full-time Workmen's Compensation Board to replace 
the Industrial Board which was headed by the Industrial Commissioner. 
Apparently, centralization of administration in the new board and 
its chairman, who are to be responsible solely for this function on 
a full-time basis, was deemed more efficient and effective than pri- 
or experiments with part-time boards and an executive who was re- 
sponsible for many programs rather than just one. 

The panel system of hearing appeals and claims, with a lawyer 
at the head and the provision of the law requiring prompt process 
ing of claims- particularly those pending over 30 days — meet long- 
felt needs, since previously claims were heard by boards which were 
not always cognizant of the legal implications of the cases, and 
claims hearings and appeals could be delayed indefinitely, even for 
years. \ 


Summary. Workmen's Compensation has made tremendous and admirable 
strides since it was first introduced three decades ago. Without doubt, 
it has afforded a greater degree of protection to the worker than could 
have been obtained without compulsory State legislation. However, even 
greater protection might have been afforded if poor administration had 
not frequently lessened the benefits which were due the worker. High em 
ployer premiums have not sufficed to provide the good medical service and 
prompt. cash payments that are expected. The shortcomings of the system 
seem to be attributable to specific administrative faults, rather than a 
fundamental defect in the principle of insurance. Although many steps 
have already been taken to combat the difficulties, some of the faults 
are inherent in the structure of the New York State system and cannot be 
eliminated without further, radical reorganization. 

Recent trends in Workmen's Compensation legislation show an increas 
ing realization of the need for adequate professional direction and vi- 
sion in this program by public-spirited, competent professional persons 
who are interested in the program and in the need for adequate adminis- 
tration. Insurance of this nature is not a business venture, the success 
of which is to be measured only in economies; it has the broad social ob 
jective of restoring and rehabilitating workers to the greatest degree 
possible, so that their earning power may be sustained. 

An approach to the realization of this need has been made in the 
designation of administrators whose sole duty is the execution of the pro. 
gram, rather than part time administrative personnel whose interests are 
divided, and the allocation of responsibility for professional matters to 
professional persons in official capacities, rather than to non-official 
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professional organizations which have not adequately exercised their 
functions. 

The method of insuring through private companies, which have an in- 
terest in maintaining high premiums while minimizing claims payments, 
may be another fault. Insurance companies often lack understanding of 
the social aspects of Workmen's Compensation and fail to cooperate in the 
aim of providing adequate compensation to the sick or injured worker. 

The State Fund as well, seems to have lacked understanding of its pro- 
per function in insuring employees. 

The problems of private versus public compulsory medical insurance 
are well illustrated in this program. The advantages of private insur- 
ance seem to be; 

1. It retains private enterprise in a field which until recently 
has been reserved for private enterprise. 

2. Flagrant abuses may be prevented by close government regula-— 
tion. 

The disadvantages of private insurance seem to be: 

1. It results ina virtual farming out of the collection of a tax 
to private insurance companies. 

2. Enforcement of complete coverage is impractical. Some four mil- 
lion employees are protected by Workmen's Compensation legislations; how- 
ever, because of varied methods of obtaining insurance and the multipli- 
city of private insurance companies active in the field, it is impossible 
to determine accurately the extent of compliance with the law. 

3. There are many poor risks not acceptable to private companies. 

A State agency is necessary to cover these; if such a public agency must 
be created, it might well cover all insurance. 

4. Private companies require excessive premiums, or modify claims 
payments and the acceptability of risks in order to meet high acquisition 
costs and to show a profit, thus invalidating to some extent the objec: 
tives of the program. ‘* 

5. One large insurer, suchas aState Tund, is better equipped to 
carry out public educational programs than are a number of small insurers. 
The educational function of the insurance agent in accident prevention 
has been carried out in some excellent programs of private companies, but 
is not practicable for most of the 85 private insurance companies because 
of the relatively small number of policies carried in any one area. The 
State Fund has been able to afford a large safety service department to 
provide engineering and inspection service and to advise on improvements 
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6. Where an exclusive State Fund exists, it is possible to effect 
great economies of operation since accidents are reported to only one 
agency, only one investigation is necessary, and payments are made through 
only one agency, with no need for a check-up by a State supervisory a 
gency. This is borne out by the comparative experience of exclusive and 
competing State Funds. In Ohio, where there is an exclusive State Fund, 
administrative expenses (exclusive of accident prevention) between 1940 
and 1943 are reported to have ranged from 5.90 to 3.96 per cent +4 This 
includes all costs of administering the program. The New York State 
Fund, a competing insurance company, had administrative costs ranging 
from 17.6 per cent to 18.8 per cent in this seinen this includes only 
that part of the State Workmen's Compensation Division costs which were 
allocated to the Fund. 

The idea of an exclusive fund is not particularly socialistic. Such 
funds exist in several States. It has a counterpart in other types of 
social insurance, such as Unemployment Insurance and Old Age and Sur- 
vivors Insurance. Experience seems to indicate that once a system of 
compulsory insurance through competing private companies is incorporated, 
the later establishment of an exclusive fund is not feasible. 

Abuses by patients, physicians, laboratories, etc. are inevitable 
under any such broad medical program as Workmen's Compensation. Fee 
splitting and excessive treatment may tend to increase where payment is 
made on a fee for service basis. There is also a tendency towards ma- 
lingering because cash benefits usually depend on continued medical care 
as proof of incapacity to work. Comprehensive administrative controls 
are imperative to minimize such abuses, which may discredit or undermine 
the financial structure of the program. 

Aithough physicians frequently protest any suggestion of interfer 
ence in the physician-patient relationship, as obtains to some extent 
under the Workmen's Compensation Law, the freedom of physicians to diag- 
nose and treat cases without interference, the provision of adequate fees, 
and the utilization of the organized medical profession in an advisory 
capacity seems to have overcome many of the traditional objections to 
government participation. 

Miscellaneous Programs 
In addition to the programs described, small amounts are expended 


arf. Letter from Walter E. Taylor, Assistant Actuary, Workmen's Compen 
sation, Industriat Commission of Ohio. 
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by local health departments and other public agencies for certain medi- 
cal services. These are often in the form of subsidies to private a- 
gencies such as hospitals, clinics and visiting nurse associations. 

Few data have been collected on this subject and it is impossible to do 
more than indicate the nature and amount of these expenditures. In ad- 
dition to receiving fees-for-service, visiting nurse associations are 
sometimes granted small subsidies by municipalities. In 1942, ten local 
health departments expended $190,000 for hospitalization of cases of 
communicable disease. 20 full-time and 745 part-time local health of- 
ficers outside of New York City provide, usually at no cost in addition 


18/ immunization against diphtheria and small- 


to their regular salaries, 
pox, and a few miscellaneous services. In addition, they may be paid 
extra sums by the locality for the treatment of venereal disease. For 
the entire State, the annual cost or value of services of this type, i.e., 
of a type ordinarily purchased individually, may amount to $200,000 or 
more. A figure roughly estimated at $0.5 million would probably cover 


all of the miscellaneous programs. 


18/ $0.15 per capita in districts of 8,000 population or less; for 
larger districts, salary in excess of $1200 is by arrangement. 
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CHAPTER IX 


THE COST OF MEDICAL CARE 

In other chapters of this report detailed data are furnished on the 
volume and cost of medical care provided through public programs and 
through organized private insurance and prepayment programs: The cost 
of medical care obtained privately has been estimated in Chapter IV by 
subtracting the cost of public medical care programs from the total in- 
come received by all physicians, dentists; hospitals, etc. This chapter 
deals primarily with estimates of the total cost of service rendered: 
Data on the volume of service needed or provided are presented and dis 
cussed in oe KIIT and XIV. 2 

Physicians! Services 

The year 1941 was selected because at that time a majority of the 
State's physicians were still engaged in civilian practice. A sample 
of approximately 25 per cent of physicians was obtained by taking every. 
fourth name in the Medical Directory of New york/ which lists, as of 
May 1, 1941, all physicians who have registered with the various county 
clerks (as required by law) their licenses to practice medicine in this 
State. The Directory list includes very few interns, residents, retired 
or other inactive physicians, and physicians engaged in full-time ad. 
ministrative, teaching and research positions. The sample was turned 
over to the New York State Department of Taxation and Finance, whose 
regular employees matched the names of physicians in the sample with 
1941 State income tax returns, and recorded the data for salary income 
from the practice of medicine and gross income from the private practice 
of medicine. Other types or sources of income were not included. The 
whole procedure was conducted with the utmost respect for the confiden- 
tial nature of the income tax returns, and the data furnished to the 
Commission were only for 5 large geographic districts!” so that an indi 


1/ Medical Directory of New York, New Jersey and Connecticut, 1941 1942; 


Medical Society of the State of New York. 
2/. New York District: Bronx, New York, Dutchess, Kings, Nassau, Orange 
Putnam, Queens, a Rockland, Suffolk, Sullivan, Ulster and West. . 
chester counties. Albany District: Albany, Clinton, Columbia, Essex, 
Franklin, Fulton, Greene, Hamilton, Montgomery, Rensselaer, Saratoga, 
' Schenectady, Schoharie, Warren and Washington counties. Syracuse Dis- 
trict: Broome, Cayuga, Chenango, Cortland, Delaware, Herkimer, Jeffer- 
8o0n, Lewis, Madison, Oneida, Onondaga, Oswego, Otsego, St. Lawrence, 
‘Tioga, and Tompkins counties. Rochester District: Allegany, Chemung 
Genesee, Livingston, Monroe, Ontario, Orleans, Schuyler, Seneca, Steuben, 
» Wyoming and Yates counties. Buffalo District: Cattaraugus, 
Chautauqua, Erie and Niagara counties. . 


201 


vidual physician could in no way be identified. 


sample are shown in Table 1. 


Table 1, Total Physicians, Number in Sample 
and Percentage for Whom Income Tax Returns 
Were Found, New York State, 1941 
Sample 
Number | Returns found 
| Number | Per cent 


In 
District Directory 


Bate 125 720u7 e356 ky Sot ee) 
a/ Varies slightly from total of 25,780 given 
in Directory. 


Data relating to the 


Among the reasons for failure to find an 


income tax return there 
were the following: re- 
moved from State, resi 
dent of another State, 
in armed forces by April 
1942 and not required to 
file return until com 
pletion of service, net 
income from salary less 
than $1500 if single or 
$2500 if married, gross 


income from business less than $5000, address incomplete, etc. 


Payments received by physicians as reported in the tax returns are 


shown in Table pe 


Table 2. Amount and Source of Gross Income 
from Practice of Medicine by 4.994 Phys2cians 
New York State, 1941 
___ Professional income , 
Amount Source(per cent) 
Total 


District 


Gross income averaged about $7,380 in 1941, of which 


15 per cent was re 
ceived as salary for 
full or part time work. 
This amount may be com- 
pared with an estimate 
of $8,044 for New York 
State physicians in 
1941, calculated from 
data from another 


source, 


In translating these figures into total payments to physicians, the 
State average of $7,382 may be multiplied by 25,720 to yield a figure of 


$190 million on the assumption that the physicians for whom returns were. 


not found correspond to those for whom returns were found. 


On the 


other hand, it seems more likely that the average income of those for . 


452 New York State physicians were sampled. 


"Incomes in Selected Professions, Part 4, Medical Service," E, F, 
Denison and Alvin Slater, Survey of Current Business, 
Average net income was $4,746. 


23:16, Oct. 1943. 


which, adjusted to gross on basis of national figures showing net income 
to be 59 per cent of gross income, yielded an estimated gross income of 


$8 , OL, . 
rest of State: 


The figures were 
net $4,878, gross $8,260. 


New York City: net $4,701, gross $7,975; 


L/ In a study of physicians for whom returns could not be found at the 
Directory address and for whom subsequent addresses were obtained from 
telephone and city directories, the average income was $8,024. 
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whom returns were not found was lower than for those for whom returns 
‘were found, and it would seem proper to assign a gross income of about 
one-half of the average, i.e., $3, 690 to those for whom returns were not 
found. On this basis, total income payments would be $170 million, as 
shown in Table 3. This figure, which is about 17 per cent of payments to 
physicians in the entire United States in 19412 (New York State had about 
10 per cent of the nation's population), seems reasonably accurate, and 
is more likely to be an underestimate than an overestimate. Estimated 


average per cap-— 
Table 3. Estimated Payments for Physicians! Services, 
New York State, 1941 


District] physician | (millions Actual Adjusted2/ ‘ 
ae vices are also 


shown in Table 
3. The adjusted 


figures indicate 


ita payments for 


a range of from 


a/ Because New York City serves as a center for a 
large number of non-residents, these figures were $9.31 to $12.18, 
adjusted by adding one million to the apa Bie: pop- the figure for 


ulation figures. 
the whole State 


: being $11.49. 
Inasmuch as the public ‘medical care cost data which are employed in 
this report relate to 191d and 1945, it has seemed desirable to estimate 
from the figures shown herein, the payments made in the period around 1944. 
The only available ee 
1941 to 1942. Owing to the large number of physicians who were in the 


indicate a 10 per cent increase nationally from 


armed forces in 1944, it does not seem likely that total payments to phy- 
Sicians have kept pace with the 45 per cent increase in total income pay- 
ments in New York State from 1941 to 1944 (a 64 per cent increase in wage 
and salary payments, and a 29 per cent increase in other income payments)5 
but it would seem reasonable to assume an increase of 30 per cent, to 
yield a working figure of $220 million for 1944. 
Dentists' Services 

Data on payments to dentists were collected in the same fashion as 
for physicians, except that the Directory issued by the State Department 
of Education was employed. Data relating to the sample are shown in 
Table 4. The payments to dentists are shown in Table 5. Gross income 
averaged about $7,300, of which 6 per cent was received as salary for 


1929-43," ‘W. H. Shaw, Survey of Current 


5/ “Consumption Expenditures, - 
Business, June 1941. 
67 Survey of Current Business, August 1945. 
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Table 4. Total Dentists, Number in Sample, and 
Per Cent for Whom Income Tax Returns were Found, 
New York State, 1941 


Table 5. Amount and Source of.Gross Income from 
Practice of Dentistry by 2,088 Dentists, New York 
i} Beate 29 

____Professional income 


9 


Table 6. Estimated Payments for Dentists! Ser 
vices, New York State, 1941 


District dentist m 


nillions ) |Actual 


ber 
3 


orl 


oh 
3 

a/ Because New York City serves as a center for 
-& large number of non-residents, these figures 
were adjusted by adding one million to the resi- 


dent population figure. 


full or part-time 
work, In translat- 
ing these figures in- 
to total payments to 
dentists, multiplica- 
tion of the State ave- 
rage of $7,298 by 
10,839 yields a figure 
of $79 million, on the 
assumption that den- 
tists for whom returns 
were not found cor- 
respond to those for 
whom returns were 


V/ 


found.” If, as in 

the case of physicians, 
a gross income of one- 
half of the average, 
1.@e5 93,6050 is as- 
signed to those for 
whom returns were not 
found, the annual to- 
tal payments amount to 
$70 million (see Table 
6). This figure is 
about 15 per cent of 
payments to dentists 
in the entire United 
States in 1941. 


The estimated ave- 


rage per capita payments for dentists' services range from $2.83 to $5.42, 


the average being $4.76. 


Adjusting total payments to dentists on the 


same basis as was employed for physicians yields an estimate of $90 mil- 


lion for 194. 


7/ In a study of dentists for whom returns could not be found at the 
Directory address and for whom other addresses were obtained from 
telephone and city directories, the average income was $6,856. 
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Nursing Service 


Because of its association with (and often, inclusion in) hospital 
service, and because income tax data for nurses do not lend themselves 
readily to analysis, a cost study of nursing service in New York State 
was not undertaken, except for visiting nurse service. National expen- 
ditures for private duty trained nurses, and for practical nurses and 
midwives are shown in Table 7. It would seen reasonable to assume that 
New York State expenditures would be about 15 per cent of the national 


Table 7. National Consumption total, as is true in the case of 
Expenditures for Nursing Service 
Not ae“ in Hospital Service 
Cost in Millions 

Private | Practical 

duty nurses 

trained | and mid- 
nurses | wives 


physicians, dentists, and hospitals. 


On this basis, it may be assumed 
that in a year such as 1944, about 
$11 million would be spent for the 


services of private duty trained 


nurses, and about $12 million for 
the services of practical nurses. 
These amounts do not include pay- 
ments to nurses employed by visit- 
ing nurse associations, schools, 
health departments or hospitals. 
Hospital Service 

The most recent data available 
which were suitable for analysis 
were 1943 occupancy data and 1942 
cost data, These are presented in Table §& for the general hospitals of 
the State, i,e., all hospitals except Federal hospitals, mental and tu- 
berculosis hospitals, and departments of institutions (county homes, pen- 
itentiaries, etc.). The total cost for general hospital care in 1942-43 
was $125.6 million, or $9.13 per capita. To obtain a comparable estimate 
for 1944, an upward adjustment of about 15 per cent is indicated on the 
basis of a 10 per cent increase in payments from 1942 to 194 2 and from 
increases in per diem costs reported. by various individual hospitals. It 
is thus estimated that payments for general hospital service would be a- 
bout $144 million in 1944. 

The cost of care in private tuberculosis hospitals is similarly es- 
timated to have been $2,162,000 in 1942-43, and $2.5 million in 1944. 
The cost of care in private mental hospitals is not known, but is rough- 


ly estimated at $3 miltion.&/ 


8/ Average census of 1600 Satients at $5 per day: 3 
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Table 8, Cost of General Hospital Care, New York 
State, 1942 43 

Average 

daily 

a rateb/ 


General 
Private 10,612,375 7.89 83,731,639 
Orthopedic 
Public 4d, 165 196,534 
[Private 394,200 6.28 24755576 | 
, Contagious 


250,755 a ee 154955425 


Other special 


137,970 2.7h 378,038 
Private 1,408 , 570 5.89 8,296,477 


All t Vpes 
Public 55 539,240 31,125,128 
Private 124415,145 Tek 94,503,692 
__ 125,628,820 


a/. From. Hospital. Number, Journal of American Medical 
Association, March 25, 1944. Covers care of adults 
only. 

b/ From data in Social Welfare in 1943, 77th Annual 
Report, N. Y. State Department of Social Welfare. 
Rates for "general" and "other special" hospitals 
have been adjusted to cover care for infants born 
therein, for an average period of 10 days at a cost 
one-fourth of that for adults. 


Other Serwices 
The cost of clinic service is almost entirely included in general 
and special hospital service, except for health department clinic ser- 
vices, which have been shown separately. Data were not obtained on the 


services of osteopathic physicians or optometrists. 


206 


CHAPTER X 
PRIVATE. MEDICAL AND HOSPITALIZATION INSURANCE 
In addition to the non-profit medical and hospitalization insurance 
described in subsequent chapters, many New York State residents are cov- 
ered‘by insurance purchased privately. Nearly all of this insurance is 


held by employed persons and, in many instances, the employer bears all or 


part of the expense. 


Group Health and Accident Policies 
At the request of the Commission, Mr. Albert Pike, Jr., of the Life 


Insurance Association of America, undertook to ascertain the extent of 
coverage of New York State residents by group health and accident policies. 
All. of the major companies writing this type of insurance in New York State 
were circularized. The figures given below are from reports by 11 life 
insurance and 8 accident and health insurance companies which represent 
more thah 90 per cent of the entire private group health and accident bus-— 
iness done in New York State. A characteristic common to all of these 
plans is that they pay: a stipulated sum to the individual rather than to 
the physician or hospital, as is tive case in non-profit and self-insuring 
organizations. | 

Hospital expense, This type of policy pays a stipulated amount for 
each day's hagpital confinement and, in some cases, an extra allowance is 
made for operating room charges, etc. Hospitalization for maternity cases 
is allowed tm about 80 per cent of contracts. The 1944 premium income 
from this: type of policy was $4,601,525. Coverage was afforded to 375,211 
employees, and an estimated 300,923 Scat se a total of 676,134 per-— 
soné. The amount designated as "daily benefits" for employees was 
$1,739,982 or $4.64 per person per year, and for dependents, $581,652 or 
$1.93 per person per year. Being lower than for the non-profit plans, 
these figures signify fewer benefits or services, especially for depen- 
dents, 

“Surgical expense. This type of policy pays a stipulated amount for 
specified surgical procedures undergone by the participant. The 1944 prem- 


1/7 Number of; dependent certificates multiplied by 2.5, as average number 


of dependents per family or certificate. The numbér 2.5 corresponds 

quite. closely to the number of dependents per family contract under non- 

profit. medical and hospitalization insurance. 

2/ Median hospital expense per one-person contract, Blue Cross 1944, was 
5.68. Median hospital expense per participant under familyy contracts 


was $3.68. . Experience of. Blue Cross Hospital Service Plans, Hospital 


Service Plan Commission, American Hospital Association,’ Chicago, 1944. 
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ium income was $2,462,510. Coverage was afforded to 378,857 employees 
and an estimated 74,288 ea a a total of 453,145 persons. The 
usual policy of this type has a maximum that wid be paid per person per 
year or per surgical procedure. The maximum amount payable for employees 
amounted to $51,797,613 or an average of $136.72 per person per year, 

and for dependents $3,099,075 or $41.72 per person per year. 

Medical expense. This type of policy pays a stipulated amount for 
certain types of illness; it often applies only to hospitalized illness- 
es. The 194), premium income was $4,521, Coverage was afforded to 1,127 
employees. No dependents were covered, The amount designated as "daily 
benefits" was $4,883 or $4.33 per person per eee 

Cash sickness benefits, The study also included policies paying 
weekly benefits for specified illnesses. The 1944 premium income of 
$12,587,709 covered 707,407 employees. The amount designated as "weekly 
benefits" was $12,480,945 or $17.79 per person per year. 

Individual Policies 

Little is known concerning policies purchased individually rather 
than in groups. It is probable that a very large number are of the fam- 
iliar type paying a stipulated amount in the event of accidental injury. 
Although detailed data are not available, it is estimated that policies 
covering hospital benefits only, somewhat similar to Blue Cross and pri- 
vate group policies, numbered about 3,400 at the end of 1941. 

Comparison of Private and Non Profit Policies 

It is difficult to generalize concerning policies issued by private 
companies, because more than 800 different types are issued in the gener- 
al field of health and accident insurance, It is probable that the pri- 
vate companies grade premiums more nearly according to individual risk 
than do the non-profit corporations, The different approaches to the 
coverage of large groups is illustrated by the experience in Rhode Island 
when bids were solicited from the local Blue Cross plan, and from 7 pri- 
vate insurance companies, for coverage of the entire population of Rhode 
Island for hospital service. Under the arrangement proposed, premium 
payment would be on a compulsory basis, with the service to be purchased 
3/ On the assumption that about one half of premium income would be used 
for payment of benefits, the amount paid out per capita would be $2.72, 
as compared with a range of $2.91 to $3.88 for the non-profit plans in 
New York State. 

L/ Assuming again that about one-half of premium income would be used 
for payment of benefits, the- amount per capita would be $2.19. No basis 
for comparison is afforded since the only figure for medical expense for 


single persons is $5.85 in the Western New York Plan, which covers med- 
ical services both in and out of haspital 
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_ by the State from non-official insurance agencies.— 
The Blue Cross plan submitted the following proposal: 


‘Every employee as defined in the Rhode Island Unemployment Compensa- 
.tion Act would be covered, and such employees might voluntarily en- 
roll spouse and unmarried children under age 19. ‘Upon leaving em- 
ployment, voluntary insurance for self and dependents might be con- 
tinued by direct premium payments. Benefits would consist of bed, 
board, and general nursing care at the hospital's rate up to maximum 
of $5.50 per day antij without cost to patient, the following extra 
services; operating and delivery room, ordinary medicines and surgi- 
cal dressings, laboratory examinations, basal metabolism tests, 
oxygen and Serums, physical therapy, electrocardiogram, x-rays ex- 
cept x-ray therapy and radium. Limitations would be:, care’ only in a 
hospital specifically approved; not more than 45 days in any one ad- 
mission; mental and tuberculous cases for first admissions only. 

The annual rates would.be: $10.20 for employee only, and an addi- 
tional charge of $13.20 for voluntary insurance for spouse nd un- 
married children under 19, a total of $23.40 for family coverage. 


Only 4 of the 7 private companies submitted rates, which are summar- 
ized as follows: 


Employee coverage should be limited at the outset to groups of 10 
or more employees, with employee permitted to enroll spouse and 
unmarried children between 3 months and 18 years of age on a vol- 
untary basis only if 75 per cent of those at each place of employ- 
ment with eligible dependents would agree to do so. Insurance 
would not be continued on a direct payment basis, upon termination - 
of employment; instead, extended coverage for a short period with- 
out payment of premiums would-be offered. - Employers would be per- 
mitted to act as.self- ~insurers, The benefits, and limitations would 
be as in Blue Cross plan, except that a maximum dollar value would 
be placed on extra services,’ including operating: room, medicines, 
etc, The annual rates’for emp loyees: and for: Nib gahe three would be 
as. shown in Table Ls 


Table 1. Annual Premiums for Group Hospital Service 
as.Proposed by. Four PrivateInsurance Companies, 
Rhode Island 1945. 


Additional 


Less than | 50 p.e. More than charge for 
females females oo a oe females eependent¢ 


2 cent females, 
b/ More than 75 per cent females. 
“e/ Less than 33 per cent females. 
a/ Firms of 10-50 employees. 
e/ Firms of over 50 employees. 
f/ Minimum rate. 

Note: Above rates would be increased from 15 to 40 per cent in a 
industries such as railroads, breweries, furriers, hot metal 
industries, refineries, liquor and wine wholesalers, and in 
any industry where ther@is an abnormal proportion of higher- 
age persons: 


oP Be. 


209 


CHAPTER XI 
NON-PROFIT HOSPITAL SERVICE PLANS 


History and Development 


The cost of hospitalization amounts on the average to only 12 or-13 
per cent of the private consumer's total annual expenditure for all types 
of medical care. For the individual or family, however, the cost is 
largely unpredictable as to time and amount, it is often accompanied by 
loss of earnings and it involves additional expenditures of approximate- 

ly an equal amount for professional ‘care. The assurance that at least a 
part of these unusual costs can be met from one's own resources at the 
time when they arise has been sought by millions of people in recent 
years. | 

The idea of sickness insurance on the basis of cash payments to the 
patient for specified illnesses, as offered by commercial and fraternal 
organizations, is not new, but it is only within the past ten years that 
insurance against the cost of hospital care has been offered by non-prof- 
it organizations on a service basis (i.e., with all costs paid for) to 
the community at large. The movement for such non-profit hospitaliza-— 
tion plans originated when 


In 1929 a group of teachers in Texas were faced with the fact that 
as individuals they could not save enough to pay hospital bills in 
an emergency. Millions of other Americans had found themselves in 
the same plight without doing anything about it. But these Texas 
teachers did something about it. By a little figuring, they found 
that as a group they could easily pay all the hospital bills they 
were likely to incur. So they persuaded the Baylor University Hos- 
pital at Dallas, Texas, to agree, for $3 each school semester, to 
provide 21 days of hospital care to any one of them who needed such 
care, When the experiment proved successful, others besides school 
teachers asked to be included in the plan. Other hospitals learned 
about it and followed suit. But in cities having more than one hos~ 
pital, overlapping and.competition difficulties arose. It became 
clear that to be really successful, any’ plan would have to include 
nearly all the hospitals in the area and permit the patient to 
choose the one he wished. This was the beginning of Blue Cross:2/ 


“In 1933, the American Hospital Association Board of Trustees approved 
the principle of hospitalization insurance and set up general standards 
for acceptable plans, In 1936, the Julius Rosenwald Fund made a grant to 
the Association for the establishment of a Commission on Hospital Service, 
which provides information and advice to hospftals or communities con- 
templating the establishment of hospitalization insurance plans, serves 
as a clearing house of information for the executives of existing plans, 


l/ The Story of Blue Cross, L. H. Pink, Public Affairs Pamphlet 101;° 1945. 
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studies related problems of hospital administration and finance, and ap- 
proves new hospitalization insurance plans wishing to use the name "Blue 
Cross", which signifies such approval. Most of the national professional 
associations have directly or indirectly approved the principle of insur-~ 
ance for the payment of hospital bills. First among them was the Ameri- 
can College of Surgeons which voted approval in 1934... The American Médi- 
cal Association, which at first opposed voluntary hospitalization insur- 
ance, in 1937 established a set of principles which should characterize 
such insurance if it were to develop throughout the United States. In 
1938 it formally approved the principle of hospital service insurance, em- 
phasizing that it was capable of great expansion along sound lines, but 
stating that such plans should confine themselves to providing hospital 
facilities and should not include any type of medical care2/3/ 

In this State, hospitalization insurance was first tried out in New 
York City in 1935. Within the next few years eight other plans were or- 
ganized to cover the remainder of the State. The areas they cover are 
shown in Figure 1. Although some industrial plans and some private insur- 
ance policies include hospitalization costs as a benefit or indemnity, it 
is estimated that they cover no more than 800,000 persons or about 6 per 
cent of the population of New York State. The benefits of such policies 
usually provide only a stated amount for each day of hospitalization, and 
do not meet the full cost of the hospital service. Today, the Blue Cross 
plans, which cover 3 million persons, 25 per cent of the State's population, 


provide the great bulk of hospitalization insurance in New York State. 


Legal Status 


Except for fraternal benefit societies, and unions and associations 
of employees, non-profit organizations providing hospitalization insurance 
must be licensed under Article 9-C of the State Insurance Law. If a plan- 
is to be organized under the Membership Corporations. Law,the consent of the 
State Department of Social Welfare must be obtained. Whether organized 
under this or under Article 7 of the Cooperative Corporations Law, a li- 


cense must be obtained from.the State Superintendent of Insurance and the 


2 Non-profit Hospital Service Plans, ©. R. Roren, Commission on Hospital 


Service, American Hospital Association, Chicago, 1940. 

3/ This restriction has led to difficulties in defining hospital service, 
especially with respect to anesthesiology, pathology, radiology, and physi- 
otherapy, which the organized medical profession wishes to have excluded 
from hospital service plan benefits. 
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operation of the plan must conform to the State Insurance Law. 
The law terms these plans "non-profit hospital service plans", and de- 
fines hospital service as consisting of 


hospital care provided through a hospital which is maintained 

by the state or any of its political subdivisions, or maintained 
by a corporation organized for hospital purposes under the law 
of this state, or such other hospitals as shall be designated by 
the State Department of Social Welfare, and hospitals of other 
states subject to the supervision of such other cpr tal conva~ 
lescent care provided by any convalescent institution. 


Medical expense indemnity and hospital service corporations may join 
in issuing a combined contract including both hospital and medical service, 
but neither of such corporations may alone issue a contract covering both 
types of benefits./ Not more than eighteen counties may be covered by 
any one plan. 

Contracts and rates must be approved by the State Superintendent of 
Insurance, Contracts may cover either one person, a husband and wife, or 
husband, wife, and children not over i8.8/ Substantial reserves are re- 
quired. Not more than 10 per cent of subscription payments may be paid in 
one year for soliciting subscribers, and not more than 20 per cent for ad- 
ditional administrative expenses. Solicitors may not be paid on a commis- 
sion basis. Organizations which meet these requirements are exempted from 


all State, county and municipal taxes. 


General Characteristics 

The Blue Cross hospitalization insurance plans are administered by 
boards of directors, who serve without pay. Although there is no legal re- 
quirement relating to the composition of this board, hospital administra-~ 
tors are well represented, and physicians, subscribers and the public are 
usually represented. "Member hospitals" are those which enter into con- 
tracts with the Blue Cross plan in their area to provide specified services 
at a fixed rate to be paid by the plan, with no extra charge for these ser- 
vices being made to the patient. They agree also, to accept pro-rated pay- 
ments from the plan, without recourse to the patient for the remainder of 


the bill, if the plan is financially unable to make full payments. The 


Article .9-C New York State Insurance. Law. The language of the law im- 
plies the furnishing of hospital care rather than the payment of mere od 

to the subscriber for care obtained by him. 

5/ To date no such joint contract has been issued by any plan. 
6/ Several plans arrange to cover dependents over 18 through "sponsored sub- 
scribers contracts" in which the billing is made to the principal subscriber, 
but the contract is issued to such dependent, who is termed a "sponsored sub- 
_scriber", 
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major hospitals in the areas covered by a plan participate; public insti- 
tutions and small privately#med institutions usually are not member 
iiohpiterecd 


Coverage 


There are eight Blue Cross non-profit hospital service corporations 


operating in the State.</ 2/ 


Blue Cross Non-profit Hospital Insurance Plans in New York State 


Table l. 


Albany — Associated Hospital Service of Capital District 
Buffalo Hospital Service Corporation of Western New York 
Geneva a/ Finger Lakes Hospital Association a/ 

Jamestown Chautauqua Region Hospital Service Corporation 
New York City Associated Hospital Service of New York 
Rochester Rochester Hospital Service Corporation 

Syracuse - Group Hospital Service, Inc. 

Utica Hospital Plan, Inc. 

Watertown Hospital Service Corporation of Jefferson Count 


This plan. merged with the Rochester. plan November 1, 1945. Since the 
merger is so recent, aes oh the Geneva plan have not been included with 
. those for the Rochester plan. 


Except for a few sparsely populated areas, the territory covered by 
each plan is exclusive; however, a person residing in one area may join “e 
plan through a place of employment in another area. As of July 1945, the 
plans covered approximately 3.2 million persons, or 23 per cent of the 
population of the State. (see Table 2). However, coverage was not evenly 
distributed throughout the State. Although there are many small rural 
conmunities where the percentage of the population covered is high, counties 
which are predominantly rural have for the most part very low coverage as 


compared with urban counties. As between urban areas, coverage varies 


greatly, depending on many factors. In Monroe Count for example, cover- 
7/ Hospitalization of subscribers in nonmember hospitals within the area 
served by the plan is generally not covered by the contract, except in 
case of emergency. For hospitalization outside of the area, the subscrib- 
er has usually been reimbursed on an indemnity basis with a maximum per 
diem limit set on payments, no service benefits being available for such 
care. Recently, however, a number of the plans have coneluded reciprocal 
agreements with other plans, so that service benefits may be obtained for 
hospitalization in other areas, 

8/ For convenience, the various plans are referred to by the name of the 
principal city in the area covered by the plan. Thus, "the Buffalo plan" 
or “the Buffalo area", refers to the plan and entire area covered by the 
Hospital Service Corporation of Western New York. In the interest of sim- 
plicity this report deals in detail only with the Six major plans, since 

. the Jamestown, Geneva and Watertown plans have comparatively small enroll- 
ments, and the areas they cover are likewise small. 

ay The Geneva plan merged with the Rochester plan November 1, 1945. Thus, 
at present there are only eight plans in operation. 
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age is estimated as exceeding 50 per cent of the entire population, while 
in Onondaga and Erie Counties, coverage is between 20 and 29 per cent (see 


Figure 2). 


ei 


Table 2. ean in Blue Cross Plans in New York State, 1935-45 a/ 
Year, as of Number of participants 

December 31 Buffalo 
0,439 

209, 029 

555,891 

1,082, 040 

1,358,409 

- 1,247,901 

1,292, 104 

1,312,590 

1,412,978 

LSTSTs307 

2,070, 683 


i 139 
55, 033 275,248 
85,673 7 722,225 
109, 059 6 1,370,873 
131,431 1,787,475 
153,755 1, TOS, 662 
178,894 1,950,957 
204,059 2,118,020 
225,741 2,345,955 
"253 ,298 2,815,472 
c/| 182,144 : 3,156, 145 
a/ For percentage of poperetion covered in these areas, see Table oe 
b/ As of July l. 
c/ Estimated. 
d/ Merged with Rochester plan November 1, 1945. 


The success of the Rochester Hospital Service Corporation in oie Vana 
in Monroe County the highest proportion of population of any county of the 
State appears to be attributable to several factors peculiar to the Roch- 
ester area. First, the area is highly urban and employment is concentrated 
in relatively few establishments. Second, when the plan was organized, it 
was championed by the Rochester Industrial Management Council, consisting 
of the executives of the major industrial establishments. Their active 
support resulted in a rapid acquisition of subscribers in a period ten 
years ago, when the idea of hospitalization insurance was new and untried. 
The effect of this support can be seen in the concentration of membership 
in the 39 major industrial establishments in the city. As of January 1, 
1945, three establishments, each employing 5000 or more persons, had 67.3 
per cent of their employees covered, and accounted for 29.9 per cent of 
group enrollment. The 39 industrial firms employing 500 or more persons, 
and representing only 2 per cent of the total number of cooperating groups, 
accounted for 56.5 per cent of group subscribers. Continued Support by the 


industrial leaders, together with cooperation of the hospitals and able , 
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leadership, has achieved the present enrollment of some 256,000 partici-~ 
pants, 

There is no comparable situation in the rest of the State. In some 
areas, such as that covered by Group Hospital Service Inc. of Syracuse, 
‘there is wide use of commercial plans and company plans (such as the En- 
dicott-Johnson Plan) which cover some type of health insurance, although 
such insurance in many instances is not as comprehensive in benefits. An- 
other reason for low coverage in certain areas is the refusal of employers 
to adopt a payroll deduction system for employee hospitalization insurance 
payments. This is probably an: important factor in the Buffalo area, where, 
with few exceptions, subscribers are accepted only through groups where 
the employer will arrange payroll deduction billings or, as an alternative, 
iby other methods of group billing and remittance, 

The average number of participants covered under each subscriber con- 
tract has increased steadily since the introduction of family omakrente 
the average number of persons covered per contract at the present time be- 


ing slightly more than 2. 


Growth in Coverage 


From the inception of non-profit hospital service insurance in New 
York State in 1935, there has been a steady and rapid growth. Table 3 
shows for the area covered by each plan, and for the State as a whole, 
the percentage of population covered from 1935 to date. 

Although this record of growth is impressive, the fact remains that 
many millions of residents do not have this form of protection. To reach 
a substantial proportion of those not covered, several methods were sug- 
gested by a study committee sét up by the plans to make recommendations © 


iy -In their report submitted on Jan= 


to the Commission on Medi¢al Care. 
uary 235, 1945, the following récommendations were made for increasing 
coverage through legislative action: make premiums deductible for income 
tax purposes; permit hospital service plans to issue one contract cover- 
ing both medical and hospitalization insurance; require any employer to 


2 
make payroll deductions for premiums if employees desire it; permit 


selling of contracts on a commission basis; permit plans to join a rein- 
10/ Many of the plans initially offered a contract covering only an indi- 
vidual. Later, contracts were offered covering a family, and in some in- 
stances, an additional type of contract covered only man and wife. 

11/Report of .Study Committee Relative to New-York. State Temporary Commis- 
sion on Medical Care, New-York.State Conference. on Hospital Service Plans, 
January 25, 1945. 

12/ Now required of municipalities by Chapter 428, Laws of 1945, 
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Table 3. Percentage of.Population. Covered by Blue.Cross Plans in Their 
Respective Areas, New York State, 1935= 1945 
Per cent of population covered in various areas 
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surance pool to spread risk throughout the State; require each hospital 

to submit a detailed financial report to a "Department of Hospitals"; 
authorize municipalities to purchase insurance for relief recipients; per- 
mit plans to furnish hospital out-patient diagnostic service of a techni- 
eal nature; and authorize the State to lend money to municipalities for 
hospital construction. Although effecting these changes would probably 
serve to increase.coverage by Blue Cross plans to some extent, the report 
concluded that to cover essentially all of the people of the State at an 
early date, it would be necessary to adopt legislation requiring the pur- 
chase of hospitalization j teh noa a 


13/ "In order that all or essentially all of the population in the State 
may be covered for hospital service at an early date, it will doubt- 
less be necessary to enact legislation compelling the purchase of 
such coverage. To accomplish this end, all employers subject to the 
Workmen's Compensation law might be required to purchase on behalf of 
each employee coverage for non-occupational disabilities, whereby the 
employee would receive a benefit on admission to a ward similar toa 
eompensation ward. Such legislature might go further, and require 
the purchase of benefits for the spouse and children of married em- 
ployees, or such supplementary family coverage might be specified as 
an optional purchase to be available to the married employee. Aside 
from any general objections to the compulsory feature, certain fac- 
tors should be. considered:" 

The factors listed included the need for additional bed facili- 
ties, particularly in private wards; adequacy of medical, nursing 
and hospital personnel; modified policies regarding charges by physi- 
cians for services to ward patients; the cooperation of certain hospi- 
tals now unwilling to render all service called for by Blue Cross con- 
tracts; minimum benefits to be required of all insurers, non-profit 
and private, and the difficulty requiring the latter to provide ser- 
vice rather than indemnity benefits; and the possible necessity of 
establishing a State fund to accept risks refused by existing insur- 
ance agencies. 
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Eligibility for Coverage 


Although group membership was an eligibility requirement in the early 
stages of development of most of the plans, it is enforced only in the 
Buffalo area at_present. There, with a few exceptions for professional 
groups, a subscriber must be an employee of a firm willing to arrange for 
payroll deduction billing. .In the Albany area, only employed persons may 
join as subscribers, although group affiliation is not necessary. Other 
areas permit non-group enrollment, although careful screening may be made 
of applicants in this category. 

A fixed minimum percentage of eligibles must enroll if a group is to 
be accepted at the group rate, which is lower than the non-group subscrip- 
tion rate. For example, in the Rochester area the minimum size of group 
is 5, of which 100 per cent must subscribe; for groups of 6 to 10 persons, 
100 per cent less one person is the minimum; for groups of 11-25, 75 per 
cent; for groups of 25-50, 60 per cent; and for groups of over 50, 50 per 
cent. Minimum percentage enrollment requirements in other plans are very 
similar. This proportion does not have to be maintained, however; after 
original acceptance of the group. 

Further limitations may be imposed on new anpPieak toneoeees Most plans 
do not accept as new members persons who are 65 and over. Only the spouse 
and unmarried dependents under 18 are covered on "family contracts", al- 
though several plans offer "sponsored .subscriber" contracts for dependents 
over 18. Existing physical condition or previous illness may preclude 
membership. For example, in the Rochester area, under the new contract 
effected May 1, 1945, persons are eligible for membership only after a one- 
year waiting period if they have pernicious anemia, aneurysm, angina pec- 
toris, apoplexy, Buerger's disease, coronary thrombosis, decompensated 
heart disease, diabetes, leukemia, mental disease, muscular dystrophy, 
organic disease of the central nervous system, or venereal disease; or if 
they have had epilepsy unless free from attack for three years, malignancy 
unless cured for five years, osteomyelitis unless cured for five years, 
tuberculosis unless inactive for two years, or ulcer unless healed for two 
years. In the Buffalo plan, persons who have had cancer, osteomyelitis or 
diabetes are not eligible... The Syracuse and Utica plans, under certain 
circumstances admit persons with existing or previous illnesses such as 
tuberculosis, but waive benefits for treatments relating to or arising 


from these conditions. Limitations such as these, in addition to the 


14/ Certain plans waive these limitations in the case of groups which have 


a 75 per cent enrollment. 
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right of a plan to reject any application or to refuse a contract renew~ 
al to any subscriber ,22/ and the fact that a majority of those enrolled 
are employed contribute to a more favorable selection of risks and smaller 
per capita expenditures than would be the case in insuring the entire 
population. ‘To maintain premiums at a level attractive to large numbers 
of persons, favorable selection of risks appears necessary, especially 

in the early period of development of such plans. For example, as a re-' 
sult of individual enrollment of too great a number of poor risks in re- 
spect to disease, and of the enrollment on an unsatisfactory basis of 
healthy couples for maternity benefits, the Associated Hospital Service 
of New York was in 1939 forced to prorate payments to hospitals at 75 
per cent of the sensddied rapesoh To relieve this situation it was 
necessary to cancel 200,000 contracts of individual subscribers, and 
those individuals who were permitted to maintain non-group membership 
were charged a rate 20-25 per cent greater than the group aver nek Since 
that time, applications for individual enrollment have been carefully 


screened before a contract is issued, : 


Comparison of..Blue Cross Subseribers With the General Population 


A study was made of subscribers. to.the.major.Blue Cross plans in New 
York State, in respect to age, income and occupation, which are important 
factors in enrollment and utilization of service. Data were not obtained 
. from the Jamestown, Watertown and Geneva plans because of their small en- 
rollment, and data for the Albany plan could not be used because of an un- 
usually low proportion of returns in that.area. The figures are based on 
random samples of approximately 1000 subscribers to each plan. The data 
analyzed are from returns by group subscribers only, because very few re- 
turns were made by individual subscribers, because one plan could furnish 
data only on group subscribers, and because for purposes of comparison of 
income data group subscribers are more nearly comparable with the unem- 
ployment insurance group. With one exception, individual subscribers are 
numerically unimportant, being under 1, 5, 1, 1, and 29 per cent of the 
total subscribers for. Buffalo, New.York,..Rochester, Syracuse and Utica re- 
spectively. 


15/ Article 9-C of the State Insurance Law prohibits issuance of contracts 
for a period of more than one year but, according to executives of the 
plans, the right of refusal is very seldom exercised. 

16/ The amount which was prorated was paid back in full to the hospitals 
at a later date. 

17/ At a later date it was possible to reduce this rate to the same rate 
paid by directly=billed group subscribers. 
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The returns from the survey of group subscribers were very good for an uns 


dertaking of this type, the yield being shown in Table 4, 


Table 4. Sample Survey of 1944 Wages and Salaries of Group Subscribers of 
Selected Blue Cross. Plans - Size. of Sample Taken and of Returns Used. 
Blue Cross plans 


Questionnaires Buffalo 
Total-number 1000 1002 


Returned completed, per cent 90 65 86 88 
5 19 6 4 
5 16 8 5 


Returned incomplete, " " 
Table 5 indicates that the Blue Cross plans cover a disproportionately 


Utica 


Not returned " 


great number of younger adults, who constitute a relatively healthy segment 
of the population, and a relatively small percentage of persons over 65 
years of age, who would require more hospital care than persons in the 


younger age groups. 


Table 5. Distribution of Male Subscribers and Male Population by Age for 
Rochester, Buffalo .and Syracuse Blue Cross Areas, and of all Participants 
and Total Population for the New York City Area. 


Per cent of males 


Buffalo 


| 
ate aie ae -SLESE pants tab ak 
25 b/ ee b 
bs 3 = 20 


32 20 20 25 f 
24 25 22 24 18 15 
16 18) 14 17 9 9 


14 15 3) 


subscribers only for Syracuse and New York, 
b/ All under 20, rather than 18-19 years of age. 


The data on Blue Cross subscriber income are based on actual wages 
and salaries where the subscriber was employed for the full year at one 
establishment. Where he was employed at one establishment for most of the 
year (over eight months in most cases), the actual wage or salary for the 
period of employment was supplemented by an estimate, based on previous 
earnings, to give a figure for the full year, but where the subscriber was 
employed at one particular establishment for only a short period of time, 
the questionnaire was discarded as incomplete. (see Table 4). A completely 
suitable basis for comparison would require a similar survey of the general 


population without regard. to Blue Cross enrollment, but a survey of this 
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type has not been made since the 1940 Census. 


Lacking recent data, it 


has been necessary to utilize figures on the earnings of New York State 


residents under Unemployment Insurance, which 


suffer from the limitation 


that they include only wages and salaries received in covered employment, 


and exclude such wages or salaries as might be earned if the employee 


were engaged for a part of the year in other types of emp Loyment ;2— It 


. nevertheless appears from a study of related data that a reasonably good 


basis for comparison is afforded. 


‘In 1942 and 1943 (the only other years 


for which this distribution is available) the figures are almost identi- 


¢al with data for workers.in-New York State covered by Old Age and Sur- 


vivors Insurance. The latter seems to be a good indication of total wages 


from all types of employment since, when the comparison shown in Table 6 


is made, remarkably little difference is seen, 


Although the 1944 figure of © 


335 per cent of workers with in= 
come under $1000 may appear high, 


it corresponds with the trend 


shown by 57 per cent for 1939 re-.... - 


ported by the U. S.' Census, and 
the figures of 56, 51, 49, and 48 
percent reported for Old Age and 
Survivors Insurance for the years 
1940, 1941, 1942 and 1943, and 
would seem suitable for compari- 
son. Figure 3 and Table 7 show 
that a penieiae difference exists 


in the distribution of income be-~ 


Table 


6. 


Percentage Distribution of 


New York..State Workers by 1939 Wage 
and Salary Classes, for Persons Cover- 
ed by Old Age and Survivors Insurance 


Under 


1000=1499 iB 

1500-1999 12 ip 
2000-2499 6 6 
2000=2999 3 3 


Total 


and as Rep 


3000 and over 


E1000 


orted in the Federal Census. 


5 5 
BO ee 


a/ 101d Age and Survivors Insurance 


Yearbook, Social Security Board, 1939, 


Series 


“67-0. S. Census of Population, Third 


the Labor Force 1940. 


tween Blue Cross‘plan group subscribers and the persons covered by Unem- 


ployment Insurance. The difference is so marked that after all the limi- 


tations of the comparison have been acknowledged and the most extreme 


type of comparison employed, as has been done in Table 8, which redistri- 


butes the two groups after completely eliminating persons earning less 


18/ In employment covered by a somewhat similar..law,.0ld.Age and Survivors 


Insurance, in an earlier year, 1941, 62.5 per cent had covered wages 
throughout the year, 14.6 per cent for S quarters of the year, 12.1 per 
cent for 2 quarters and 10.8 per cent for 1.quarter. A considerable pro- 
portion of the persons who were not employed in covered employment for a 
portion of the year was attributable to absence from any gainful occupa- 
tion, over 0.5 million persons being compensated for maqre than 5 million 


weeks of. unemployment. Social Security Yearbook, 1942, Social Security 


Board, Washington. 
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- Table 7. Comparison of Percentage Distribution by. 1944 Wage and Salary, 
of Group Subscribers .of Selected Blue Cross Plans with Persong Covered. 
by Unemployment Insurance..in New. York Stat 
pe Blue Cross plans 


Unem~ le 
ee eae a eas Sy. oe wae states 


Under’ $1000 
1000-1499 
1500-1999 
2000-2499 
2500-2999 
3000-3999 
4000 & over 


Total AE eS 100 150 A SO CO 


a/ Weighted average for the five plans. 


than $1,000 annually, it is clear that Blue Cross plans cover a very low 
proportion of the numerically important group of workers with wages under 
$1,500 per year, and. a relatively high proportion of persons with earne- 
ings above $3,000. In addition to the factor of actual ability or inaé: 
bility to pay, there is the factor of the advantage or disadvantage jn 
‘the purchase of insurance. If premiums are not graded in accordance with 
income, insurance costs the lower income groups relatively more, and the 
higher groups relatively less, than the amounts they would have to pay 

on the average for the same service purchased individually. 


. The occupational dis- 
Table 8. . Adjusted Percentage Distribution 
by 1944 Wage and Salary,of Blue Cross Plan 
Subscribers and Persons covered by Unem- State's workers since 1940 
ployment Insurance, Exclusive of Persons 
earning Less than $1,000. 


Unem- Blue Cross 
ployment |plans - Sey Ue 
kt oo a/ 


5 i 
a < 


tribution of New York 


has probably tended toward 


an increase in the propor- 


tion of craftsmen, foremen 


and operatives, and a de- 


i, 500-1, 999 
2,000-2,499 
2,0900-2,999 

3,000 erie over 


crease in sales personnel. 


After making due allowance 
for such a shift and the 

a/ Weighted average for Buffalo, New York, fact that this study cover- 
Rochester, Syracuse and Utica plans. ed only group subscribers, 
it appears, as indicated 

in Table 9, that relatively few farmers, domestics and unskilled workers 
are covered by Blue Cross plans. Proféssional and semi-professional per- 
sons (teachers represent a large proportion of the group), being those of 


higher-than-average income or more than usually well-informed, make up & 
disproportionately large number of the insured. 
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Table 9. Percentage Distribution by 1944 Occupation of Group Subscribers 
of Selected Blue Cross Plans and by 1940 Occupation of the New York State 
Population, 


. 2 Blue Cross State pop- 
Occupation Plans, 19448/ | ulation, 19400/ 


Professional and semi-professional 

Farm Managers & laborers 

Proprietors & managers, exluding farm 

Clerical & sales 

Craftsmen & foremen 

Operatives 

Domestic service 

Protective service 

Other service 

Other laborers 

Others 

Total 
Weighted average for_Buffalo, New York, Rochester, Syracuse and Utica 

lans. 


a 
Pp 
b/ U. S. Census of Population, Third Series, the Labor Force, 1940. 


Cost of Insurance 

Depending on his place of residence, the purchaser of. Blue Cross 
hospitalization insurance may pay different amounts for protection and re- 
ceive differing percentage returns in service, not in all cases related to 
the amount of premium payments. Comparative costs of insurance can be 
evaluated only after consideration of annual premiums, benefits provided, 
eligibility provisions and local conditions affecting costs of administra- 
tion and of hospital service. The plans vary considerably in all of these 
factors. In the following text, data on premiums and benefits are based 
on current contracts, while data on income and costs of administration are 
based on 1943 and 1944 operations; since that time benefit provisions of 
several of the plans have been liberalized. Data on premiums charged are 
presented in Table 10. The percentages of premium used for hospitaliza- 
tion costs, administrative costs and reserve are indicated in Table ll. 
The cost of administering a plan does not increase in direct proportion 
to the amount of benefits provided; thus a plan with fewer benefits and 
lower premiums, although efficiently administered, may require a greater 
proportion of premiums for administrative purposes. It is therefore im- 
p@ttant to consider the dollar cost of administration per participant, and 
the income and hospital expense per participant, as shown in Table 12, in 
addition to the cost as a percentage of the premium dollar. 

The rates of payment to hospitals are -.shown in Tables 13 and 14. 
fhese rates are set after an agreement is reached in conference between 


the participating hospitals and the Blue Cross plans. 
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Table 12. Income, Hospital Expense and Ete: tees oie per Participant 
of Blue Cross Plans in 1943 and 19 


dnin- Adnin- 

Hospital SN tive Hospital istrative 

expense expense expense expense d 
“| o 7 S 


Rochester 
Syracuse 
Utica a/ 


a Includes ward service contracts. 
Ly $5.55 for semi-private and $3.37 for ward contracts. 

$3.85 for semi-private and $2.99 for ward contracts. 

Data on administrative expense per participant are available in Experience of Blue 
ross Hospital Service Plans for 1944 only, as follows: Albany $.65; Buffalo $.68; 
Yew York a0; Rochester $.60; Syracuse $.65; ond Utice $.77. The variation of 
these figures from those included in the table is the result of the use of a 
different method of computation. 


e/ Date not available. 
lanation of table. Data on income and hospital expense are taken from the 1943 
volumes 0 rience of Blue Cross Hospital Service Plans, Hospitel Ser- 


vice Plan Commission, American Hospital Association. Administrative exnense per 
participant is the total administrative cost, on an accrual basis, as listed in the 
respective volumes of Experience of Blue Cross Hospital Service Plans, divided by 
the number of participants. The number of participants is the Decenber 31 enroll- 
ment of the preceding year plus one-half the increase in membership during the 
year, as shown in Table 2. 


Table 13. Rate of Payment by Blue Cross Plans to Participating Hospitals for Semi-private Accommodations, 


ength of hospital s 


eR ee 
BR eee 
1st et d 
eu, ES tes 


New York City ge 


Rochester hospitals c/ 
Non-Rochester hospitals c/ 
Syracuse 


a/ After ee day, paid on a schedule as follows: 
$42; 5 days $50; 6 to 10 days $7 per day for each additional day; after 10th day, $6 per 
‘ovis for oar additional day. 
Until May 1, 1945, paid $12 for 1 day, $19 for 2 days, $20 for 3 days and $6.25 for each day, thereafter. 
ently, the plan pays the total bill for all benefits, less a 3 ver cent discount. 
c/ New rate starting May 1, 1945. Rate is different for hospitals in the city of Rochester and those in the 
rest of the area. 
a Contract with hospitals calls for $5.50; however, $6.00 is currently paid beceuse of higher hospital costs 
5 ape the war. 
Every 6 months payment is made to hospitals of difference between payment to hospitals and regular billings 
ess 3 per cent up to $7 a day. 
f/ Payment for dependents is $2 less per day, since dependent is charged $2 per day for hospitalization. 
For the year 1945, $400,000 will be paid on a pro rata basis to member hospitals which realize a loss on 
e basis of charges on plan admission. 
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. Table 14. . Rate of Payment by Blue Cross Plans 
to Participating Hospitals for Maternity Care 
in Semi-private Accommodations, as of November 

1945 


| ) | Per diem ‘No. of days 
A covered 


.| New York City 
Buffalo 


Rochester 
Syracuse 
Albany 
Utica 


Benefits Provided 

An analysis of benefit provisions of the individual plans is pre- 
sented in Table 15. All plans include hospital bed and board in semi- 
private accomodations for varying lengths of bdo pate general nursing 
care as provided by the hospital, operating room, laboratory service 
and drugs and dressings. Some plans include, in addition, physical 
therapy, ambulance (for limited cost or limited area of service), anes- 
thesia by a salaried hospital employee only, electrocardiogram, basal 
metabolism, x-ray, gwerum and. oxygen. All plans provide hospital care in 
the emergency department of hospitals for accidental injuries when the 
patient is not admitted as a regular bed-Hefien’ 22 

Inclusion of anethesia and x-ray in hospital service contracts has 
been contested by the medical profession in several areas. In the Buffalo 
area, for example, the Executive Director in his annual report to the 
Board of pi mine ste’ pence that 


(there is an option to) provide a contract ... which does pay 
all of the usual charges appearing on a hospital bill ... I be- 
lieve this program would have been an accomplished fact if it 
were not for the consistently vigorous opposition thereto on 
the part of spokesmen for the medical profession. 


With certain exceptions, benefits are provided on a service basis, 
with all benefits provided by the plan paid for.in.full. The hospital 
agrees to make no additional charge to the patient for these benefits, 


although it may charge the patient for services not covered by the con~ 
tract. The benefits provided may, however, be limited to a maximum 


197 In addition, the New York, Utica, and Buffalo plans issue a second 


type of contract which provides ward accommodations. 

20/ Such care is limited to 12 to 24 hours and may include use of opera- 
ting room, anesthesia, dressings, .etc. A maximum is imposed upon costs 
paid. 


21/ Bighth Annual Report of..the. Hospital Service Corporation of Western 
New York for the Year Ended December 3lst, 1944, 


Table 15. 


Benefits 


complete benefits 30 
partial benefits No limit s/ 
General mrsing Yes 
Opereting roon Yes 
Laboratory services Yes 
Physiotherspy No 
Drugs and dressings a/ Yes 
Ambulance Yes 
X-ray (diagnostic) No 
Anesthesia by salaried 

hospital employee No 
Electrocardiogram No 
Metabolism Yes Yes 
Serum end oxygen No Yes 
Radium No No 
Blood for transfusion No 

Svecial nursing No 

Emergency treatment Yes f/ 
Out-patient service No 

Delivery roon 
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Principal Hospital ppenty te argues in pies Cross Plan Contracts under 


Blue Cross plan 


Darfalo | Now York | “ochester | Syracuse [| Utica 


No 


No 
Maternity Yes b/c/a/ m Yes b/c/a/ | Yes rh Yes b/e/m/ 
Tonsillectomy Yes Yes b/e Yes Yes 
Pre-existing cmditions Yes g/ Yes Yes Be 


Pregnancy complication Yes v 


Communicable diseases Yes k/ 
Plastic surgery 
new conditions Yes 
pre-existing conditions No 


a/ Limited benefits. 


a/ On family contract with group enrollment. 
OY For limited veriod. 
f/ For limited cost. 
g/ After 6 months if person did not need treatment 
prior to enrollment. 
h/ After first year. 
k/ $6 per day up to 10 days in menber hospital for 
scarlet fever, divhtheria, smallpox, asiatic ” 
cholera, bubonic plague, typhus fever, meningococcus 
meningitis. 
1/ On family contract only. 
m/ On family and two person contract. 
n/ Allowance to subscribers needing operating roon 
service but who are not bed patients. 
of Allowed in each illness. 
Poliomyelitis, scarlet fever, epidemic meningitis, 

iphtheria and smallpox, on service basis if in par- 
ticipating hospital and indemnity if in non-partici- 
pating hospital. 


Yes b/x/a/ | Yes 
No 


Yes b/c 
Tes Yep 
Yes Yes Yes 
Yes b/ No No 


a/ After waiting period. Waiting period 
waiver for groups with large proportion of sub- 
scribers. 
For fracture cases, 42 days full benefits and 
$ days partial benefits. 
sf In participating hospitals only. 
t/ After 6 months if person did not need treat- 
ment before enrollment. 
u/ No elective operations such as plastic sur- 
gery for pre-existing conditions. 
v/ Limited to indemity benefits for limited 
period excepting that ectopic pregnancies and 
caesarean sections receive regular service bene- 
fits. 
w/ Not in contract, but allowed in practice. 
a Service benefits if pregnancy is accidentally 
erminated. 
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dollar value, as is often the case with-x-ray. For maternity 2! con-= 
tagious aT TT an out-of-area hospitalization except where reciprocal 
agreements with other plans are in effect, and in some instances hospi- 
talization where private accommodations are used instead of semi-private 
or ward, 24/ service is on an indemnity basis, i.e.,the plan allows a maxi- 
mum per diem rate for such hospitalization and the patient must pay the 
remainder of the bill. 

3 Contagious diseases which are excluded from service benefits, or ex- 
eluded from coverage entirely, are defined to mean those requiring isola-~ 
tion. Such cases are usually not treated in participating hospitals. 
Benefits are ordinarily provided for cases, such as poliomyelitis, which 
are admissible to participating hospitals. 

_ Cases covered byWorkmen's Compensation laws, and those the care of 
which is provided for by law in public facilities (mental and nervous dis-~- 
orders, tuberculosis, etc.) are not covered by any of the plans. In the 
case of tuberculosis, which is not covered by benefits after diagnosis, 
benefits are usually provided while the patient is awaiting admission to 
a sanatorium. 

A measure of the adequacy of benefits is the financial burden removed 
from the participant_in the.Blue.Cross..plan. Table 16 indicates the amount 
of the hospital .bills..incurred by Blue Cross participants of several plans 
in 1944,29/ 

A large majority of the bills_are under.$100,.. The Blue Cross plans 
pay a large proportion of this type of bill, while the individual pays 
rather nominal sums, as indicated..in Table.17.._For bills over $100, the 
proportionate cost to the individual is much greater, and may total” 
several hundred ‘dollars. 


22 e Buffalo plan is an exception.to.this.. It is the only plan which 
provides service benefits for maternity cases. 

23/ Syracuse provides this as a Service benefit if hospitaliged in a par- 
ticipating hospital. 

24/. Some of the plans permit use of private accommodations, with all ser- 
‘vice benefits provided and the patient charged extra only for the added 
cost of the room. Other plans, when private accommodations are used, pro- 
vige indemnity benefits at a flat per diem rate, and the patient mast pay 
the hospital bill over this amount. 

25/ This is not the amount. for..which the Blue Cross plans are billed, since 
their billing is on a per diem basis, as. indicated in Table 15. It is the 
amount the individual would have to pay if he.were not .a Blue Cross par- 
ticipant. These bills are only for illnesses covered by the respective 
plans, thus the individual may be paying in full other hospital bills which 
are not covered by the contract, 
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Table 16. . Percentage Distribution of Hospital Explanation of table. . 
.Bills of Blue Cross Plan Participants by.Amount Data are based on.sample. 
of Bill, 1944. surveys made by five of 


Blue Cross plans .the Blue Cross-plans for | 


— alo ter mee Utica 
66 
a a 


Amount 
of bill 


. Care. The bills are those 
44 


Under $50 in which semi-private ac- 


50-99 29. éommodations were used 
| 100-199 a within the area served by 
200-299 the plan, i.e., bills 


300 & over from hospitals out of the 
‘plan's area, for which 


or first, 8 months of 1944 only, ..... Blue Cross payments are 

or may be at a flat per diem rate, _are excluded. fhe bills do not include 
professional fees. In some areas, anesthesia and x-ray are billed by the 

doctors rather than the hospitals, which tends to lower the average hospi- 
tal bill in such areas. 

For the New York City plan, comparable data on amount of hospital bill 
are not available, however for 1944, the average hospital charges for mater- 
nity cases where semi-private accommodations were used totalled $95," and 
for non-maternity cases, $98. 

The distribution of hospital bills by amount of bill for the Blue Cross 
participants is not necessarily identical with that for the public as a 
whole, as Blue Cross participants tend to be hospitalized more frequently, 
although for shorter periods, which tends to make their bills smaller than 
those of non-participants. 


Table 17. Average Payment Made by Subscriber, Explanation of table. 
in Addition. to the Amount paid by.Blue Cross, Data are based on same 
for Claims by Amount of Bill, 1944. sample as Table 16. 
Ler bill any a/| alo Se cuse Utica’ hospitals.in the Blue 
Cross plan'ts“areas,for 
hich semi-private ac- 
commodations were used. 
. For, the Buffalo 
plan, an analysis of 


568 


a For first 8 months of 1944 only. bills for claims from 

p/ Because of the small number of cases in the hospitals out of the 
sample falling in this category, the items are Buffalo area reveals a 
representative of only a few claims, rather significantly higher 

than constituting an accurate sample of the proportion of the bill 
class. paid by the individual 

ce/ Includes the $2 per day charged the parti- for bills of all amounts, 
cipant for hospitalization of a dependent. ranging from an average 
a/ Estimated of 39 per cent for bills — 


under $50 to 74 per cent for bills over $300, while for bills for in-area- 

hospitalization the participant paid only 15 per cent to 60 per cent re- 

spectively. 

For New York City, where comparable data are -not available, payments 
on maternity bills averaged $34 of the $95 average bill and $13yo0f the $98 

average non-maternity bill. 


Thus, Blue Cross pays from 50 to 95 per cent of hospital charges to 
participants in cases covered by the contract. The lower the bill, the 


greater the proportion covered. Variations. are due to type of benefits 
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covered by the plan, including the length of stay and the period over which 
_ Blue Cross covers essentially full waneritesee: and the fact that some Blue 
Cross contracts limit the amount they pay for services other than bed and 


board, e.g., x-ray. 


. Ward Service 

Three plans, Buffalo, New York and Utica, issue contracts providing 
ward accomodations, in addition to contracts providing semi-private ac-~- 
cameeetione = The Buffalo plan has issued this type of contract since 
it began operations in 1937, Utica introduced ward contracts in 1938, and 
New York in 1943. The premiums, .which are shown in Table 18, are signifi- 
cantly lower than those for semi=private contracts. (see Table. 10). There 
is no standard for eligibility for a ward contract, i.e., the subscriber 
has the option of taking either a ward or semi-private contract, regard- 
less of his financial status. Service benefits under ward contracts are 


: identical with those in 

Table 18. Premium Rates for Groups Enroll- 

ed on a Payroll Deduction Basis for Ward 
Contracts, 1945, 

Buffalo B77, 20: BS. “20 7 j 

New York 6.72 . 15,84 

Utica 6.96 11416 


‘semi-private contracts, ex- 


cept for the type of hospi- 


tal accomodations. However, 


the per diem allowance for 


care in non-member hospitals, 
the allowance toward better 
accomodations, and the indemnity benefits for maternity care! are lower 
than for semi-private contracts. For example, the Utica plan allows $3.50 
per day for maternity care under ward contracts and $4 under semi-private 
contracts, and the New York plan.allows.$4 and $6 respectively. Plans 
offering ward contracts find that the number of participants per contract 
is higher for ward than for semi-private contracts, i.e., that persons 
with larger families can more readily afford the ward-type contract. 
Although ward contract enrollment..in the Buffalo plan constitutes 
about one-third of the total enrollment, in the Utica plan only 7 per cent 


26/ In the Albany plan, where protection is complete for 60 days and where 
an additional 60 days at partial benefits is allowed, the cost to the in- 
‘dividual is lowest of the plans.examined. This is only a partial factor 
since benefits_of the Albany plan are among the most comprehensive. 

277 Syracuse has a ward plan available to the public, but since 1940 only 
one group has requested ward.contracts. . This..was.the.Farm Security Ad- 
ministration group-in Steuben County which, after one year, changed to the 
semi-private contract. ; 

28/ Except in the Buffalo plan, where maternity benefits are provided on 
a service basis. 
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of participants, and in the New York plan only several hundred of the 2 
RMTTOA Bartielpants; hola ward contracts. The pmwpularity of the ward con- 
tract in the Buffalo area appears to be attributable to local arrangements 
regarding ward service. Most of the hdspitals have six- or eight-bed 
wards , which are open to persons who pay their own physician; in fact, 
patients who can pay for their hospital accomodations are expected to em- 
ploy their own physicians. This system, which affords low-cost hospital 
service, seems popular and does not entail the usual stigma of charity in 
relation to ward care. 

In the Utica area, ward contracts have not been purchased in large 
number, although paying ward patients are permitted to engage their own 
physicians; however, during less prosperous periods, a somewhat larger pro- 
portion of persons have purchased ward contracts. The reason for the low 
proportion of ward contracts under these conditions may well be thé waty 
small differential between ward and semi-private contracts, which amounts 
to only $.12 per month for single persons. and $.20 per month for families. + 
Also the cost of semi-private contracts is relatively low in the Utica 
area as compared with other..areas. (see Table 10), so that Utica's semi- 
private contract on a family basis costs less than ward contracts in the. 
New York and Buffalo pisnee 

In New York, ward contracts have not been sold in any significant 
. volume. This is readily explained, .since“tn New York ward patients are 
not permitted to have their own physicians. Persons are admitted to wards 
only on the basis of a means test ,20/ those who are able to do so being 
expected to pay for care. In a large proportion of cases little or no 
payment is made. Because the person holding a ward contract can be ad- 
mitted to ward accommodations only if the hospital finds his financial 
status warranting this, and because once admitted, he receives, no benefits 
that he would not otherwise obtain at no cost, there is no real advantage 
in ward service on a prepayment ,insurance basis. 

The experience throughout the.country..of. Blue Cross plans offering 
ward as well as semi-private contracts is very similar to. that in New York 
pee Rf In areas where ward contracts have been issued for a number of 
years, where there is a substantial difference between ward and semi-private 


contract rates, and where the sale of such contracts is promoted as actively 


29/The lower cost for Utica is the result of inclusion of fewer benefits in 
the contract. 

30/Ward patients receive physicians' services on a charity basis. 

31/Study of plans offering both ward and semi-private contracts, contained 


in Experience of Blue Cross Hospital Service Plans, 1942, 1943 and 1944 


editions, Hospital Service.Plan. Commission, American Hospitel Association. 
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as that of semi-private contracts, the ward contract attracts a proportion 
of subscribers comparable to that in the Buffalo plan. In addition, a 
powerful factor in New York State seems to be the privilege of a person 


holding a ward contract to engage and pay his own physician. 


Utilization of Hospital Facilities 
The utilization of hospital facilities by Blue Cross participants is 


significantly lower than that for the general population, as indicated in 
Table 19, despite the fact that hospitalization of persons who are not in- 
sured is often delayed or avoided because of financial considerations. 

It is noteworthy that although the per capita rate of hospital admissions 
for Blue Cross participants equals or exceeds that for the general public, 
the average length of stay is considerably less, so that the average days 
of hospital care per person is lower for Blue Cross participants. This 
probably results first from favorable selection of risks by Blue Cross 
plans, and second, as indicated by the higher rate of hospital admissions, 
the earlier hospitalization of persons in need of treatment, so that treat- 
ment is given before the condition becomes advanced and necessitates pro- 


longed care. 


Summary 

In New York State as elsewhere in this country, the Blue Cross plans 
fulfill the needs and wishes of millions of people for a mechanism where- 
by they may equalize with their fellows some of the financial hazards of 
illness. The plans operating in this State seem to be well administered 
and sound in purpose, tending to increase their benefits as experience 
and financial stability is acquired. The fear expressed at the beginning 
of this venture into insurance against the costs of sickness, that a great 
amount of unnecessary hospitalization would result, does not seem to have 
been realized when comparison is made with hospital utilization by persons 
not so insured. Few plans offer ward contracts, and within these plans 
few such contracts are sold unless premiums are significantly lower and 
unless private physicians may be engaged, suggesting that people do not 
want to insure against the costs of hospital service unless they can af- 
ford to pay directly for, or insure against, the costs of physicians’ 
services in the hospital. 

As against their achievements, the plans seem to suffer from several 
deficiencies: 
7 1. Premiums are not based upon such obvious actuarial factors as 


sex, risk of child-bearing and size of family, which tends to 


234 


Table 19. . Annual Rate of Hospital Admissions, Average Length 
of Stay, and Average Days per Person,.by all Residents and by 
Blue Cross Participants, New York State, 1942, 1943 and 1944, 


Total 
Adjusted total 


irs 
: Average hospital stay@/ .—.—.—.. | 


All residents 14 ety 13. aay 
Blue Cross participants?/ 9. 53¢/ 9,52¢/ 9. g5d/ 
po a Hompite) dayerpercammeme ystesor to oly 


Hospital days per capita 


Adjusted total 

Blue Cross partici 

a/ Because admissions include out-of-State residents hospital- 
ized in New York City, while the population base is for New 
York State, it was necessary to make an arbitrary correction by 
adding one million to the population of the New York City dis- 
trict to obtain the adjusted total for a valid basis of compari- 
son with Blue Cross plan data, 
b/ Figures derived from data in the 1942, 1943 and 1944 editions 
of. Experience of Blue Cross Hospital Service Plans, 1942, Hospital 
Service Commission, American Hospital Association, ..Blue Cross 
figures are weighted averages based on experience of all plans 
in the State. 
c/ Does not include data for the Utica plan, which were not 
available. 
d/ Does not include data for.the Rochester, Buffalo, Utica and 
Geneva plans, which were not available. 
e/ Figures are based on data for 565 of the 470 general hospi- 
tals and maternity homes, .etc. in the State. Hospitals for 
which data are available represent 95 per cent of bed capa- 

city of the State. 
f/ Figures are based on data for all general hospitals, mater- 
nity homes, etc. in the State. 
g/ The arcrege hospital stay for all residents is approximately 
3 days longer in New York City than in the rest of the State. 
For Blue Cross participants, the longer average hospital stay 
in New York City is less marked. 
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equalize expense, However, premiums are not graded in accordance 
with ability’ to "pay / 

2. The enrollment of persons outside of groups based upon employment, 
etc.,must be restricted because such persons tend to enroll pri- 
marily in anticipation of utilization of hospital service. 

3. The enrollment of a disproportionate number of persons whose pre- 
vious or present health status predisposes to hospitalization 
must be guarded against because of their high rate of utiliza-~- 
tion of hospital service. 

4. Benefits such as radiology and anesthesia, which are tradition-~ 
ally a part of hospital service, are often not ineiuded and usually 
are limited when they are included. 

5, A single contract covering physicians’ services in the hospital 
as well as hospital service itself is not available. 

6, As a rule, patients who have hospitalization insurance must en- 
gage a private physician and pay a fee, which is often not ne- 
cessary in the case of uninsured persons engaging the same hospi- 


tal service. 


. 


'There is a strong demand on the part of the public for the kind of 
security afforded by hospitalization insurance, but the deficiencies 
noted would seem to present an insuperable obstacle to coverage of a sub- 


stantial majority of the population unless some means is devised for 


overcoming them. 
&/ It seems pertinent to observe here that there is a need for grading 


premiums in accordance with ability to pay, at least roughly so. While 
it is true that such grading does not and need not apply to the purchase 
of ordinary commodities, it is equally true that the self-supporting per- 
son or family can obtain such commodities by the purchase of perhaps less 
satisfying but nevertheless adequate, inexpensive varieties consistent with 
income. On the other hand, there is not, or should not be, such a thing 
as an inexpensive variety of hospital service, except for the accommodations. 
The whole system of variable medical and hospital costs is based primarily 
upon the patient's ability or inability to pay, persons of above average in- 
come paying in excess of the actual cost in order to permit persons of less- 
than-average income to receive care at less than actual @ost (supplemented 
in some instances by charitable contributions.) See Table 15, Chapter III. 
This laudable principle is not carried over into the field of hospi- 
talization insurance simply for the reason that enrollment in an insurance 
plan being voluntary, many persons who would be entitled to premiums of 
less than average cost would join, whereas few persons of better than 
average means would join knowing that they would have to pay more than 
the average insurance rate. The same degree of volition is not afforded 
to the person of above-average income who enters a hospital, first because 
_he usually has no choice but to enter the hospital and submit to its rules, 
and s@eond because he is often unaware that a part of the amount he must 
pay is used to defray the costs for persons who cannot pay the full amount. 


CHAPTER XII 
NON-PROFIT MEDICAL CARE INSURANCE 


Types of Medical Care Insurance 

The term medical care insurance, or medical expense insurance is re- 
served for insurance against the expense of physicians' services, and often 
x-ray and laboratory diagnostic services also. It does not include hospi- 
tal service. A very great majority of medical care insurance plans in New 
York State fall into one of the three following groups: 

Non-profit medical expense indemnity corporations organized under the 
Membership Corporations Law or the Cooperative Corporations Law, and com- 
ing under the supervision of the eats Department of Insurance pursuant to 
the provisions of Article 9-C of the State Insurance Law. 

Unions and associations of employees which qualify as exempt organi- 
zations under Section 456 of the State Insurance Law, and which provide 
benefits to their members without being licensed by the State Department 
of Insurance. 

Group health and accident policies issued by licensed insurance com- 
panies. A group health and accident policy may be issued to an employer or 
to the trustee of a fund established by the employer members of a trade 
association and maintained by contributions of employers for the sole 
benefit of contributing employers. This type of policy may also be issued 
to or in the name of an incorporated or unincorporated association of em- 
ployees. Certain types of group policies provide hospital and medical ex- 
pense indemnity benefits in addition to cash sickness benefits. 

In addition to these three types, personal medical care insurance pol- 
icies may be purchased by individuals, but the number ‘of such policies is 
negligible. There are other types of group protection against the costs 
of medical care which fall under the general heading of prepayment medical 
care without partaking of the nature of insurance, e.g., the Endicott- 
Johnson plan where the employer pays the complete cost. 

There are, exclusive of group and,personal health and accident poli- 
cies, 30 prepayment medical care plans of all types in New York State. Ta- 
ble 1 gives the name, type and membership of 28 plans listed in Prepayment 
Medical Care Organizations,+ and two others subsequently organized. 


A summary of the total persons eligible for care, by type of plan, is 


1/ Prepayment\ Medical Care Organizations, Margaret C. Klem. Bureau Memoran- 


@um We. 55, Social Security Board, Bureau of Research and Statistics, 3rd 
edition, June 1945.. ‘ 
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e Pp: 
ssa and Sei pace Mills, eel Industrial 


Mutual Benefit Association, Binghenton Die 
end Machine Co., Binghamton 

3. The Mutual Benefit Association, Dunn and 
McCarthy, Inc., Binghamton 

4 Agfa Ansco Mutual Benefit Association, 
General Aniline and Film Corp. 
(including Ozalid Products Division), 
Binghamton 

5. Spaulding Employees' Mutual Benefit 

- Spaulding Bakeries, Inc., 


Industrial a/ 


Industrial a/ 


Industrial a/ 


Industrial 


mee Aid Society, Eberhard Fab 
Pencil Co., Brooklyn 

7. Mergenthaler Mutual Aid Society, Mergenthaler 

Linotype Co., Brooklyn 


639 
525 


Industrial 


Industrial 


New York Medical Service Co., Brooklyn Privete group %,700 (fan- 
clinic ilies) 
Western New York Medical Plan, Inc., Buffalo Medical 31,681 b/ 
society a/ 


Workers Medical and Relief De; artment, 


Endicott-Johnson Corporation, Johnson City Industrial 42,000 b/ 
1l. Medical Plan, Cafeteria Employees Union, Consumer- 
Local 302, New York sponsored 11,700 b/ 


12. Consolidated Edison Employees Mutual Aid 
Society, Inc., Brooklyn Edison Emoloyees'! 
Mutual Aid Society, Association of Employees 

of the New York and — Electric Light 


Industrial 20,000 


Consumer- 


Group Health Cooperative; Inc., New York 
sponsored a/ 


Internetional Ladies Garment Workers Union, 

19. New York (Locals 91 and 62; 22, 60 and 89; 
38, 40 and 132; 23, 25, 66 and 105; 32, 64 
and 155; and 35, 102 and 117) 

20. International Workers Order, New York City 
Central Comittee, New York 

el. Kops Brothers Enmloyees Mutual Aid Associa- 
tion, Kops Brothers, Inc., New York 

22. Macy Mutual Aid Association, R. H. Macy and Co., 

New York 
eee Care Plan, New York Stock Exchange, 


-Consumer- 
sponsored 


Consuner- 
sponsored 


Industrial 


Industriel 


Industrial 


Solvay Mutual Benefit Society, The Solvay Process 
Co., Semet-Solvay Co., Solvay Sales Corp., 
Syracuse 

25. Sick Benefit Fund, Syracuse Chilled Plow Co., 


Industrial a/ 


Inc., Syracuse Industrial 235 
26. Medical and Surgical Care, Inc., Utica Medical 33,136 b/ 

society a/ 

United yedical Service, New York Medical 102,853 b/ 
society a/ 

Central New York Medical Plan, Inc., Syracuse Medical a/ 2,036 b/ 
society a 

Health Insurance Plan of Greater New York, Inc. Public c/ b/ 
group a/ 

Genesee Valley Medical Care Inc., Rochester Medical cf b/ 
society a/ 


a/ Service provided by physicians of- the commnities served; in other plans, service is 
provided by panel or salaried physicians. 

b/ Covers both subscribers and dependents; others cover subscriber only. 

c/ Not yet in operation. 
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presented in Table 2. 


Table 2. Number and Type of aint Medical Care Organizations, and 
Number of Persons Eligible for oe New York State, April-June, 19451/2/ 


Industrial 19; 


Medical society 113 ;3a0 
Private group clinic 17,100 
Consumer-sponsored 219,101 


Public 


group 


2 
a/ One medical society iand one public group not yet in_operation; 
membership data not: available for one industrial plan. 


This study is limited to plans which are open to membership by the general 
public, thus excluding the industrial and a majority of the consumer-spon- 


sored plans. The plans studied all come under the heading of non-profit 


By 


medical expense indemity corporations, and are those listed in Table 3.= 


Table 3. Enrollment in Non-Profit Medical Care Plans, July 1, 1945. 


Principal | 
city in Date es- | Number of Total 
area covered] tablished] subscribers Doar 


Group Health Cooperative | New York 
United Medical Service New York 
Plan}. 
Plan 
Plan 
Plan 
Health Insurance Plan 
of Greater New York 
Medical and Surgical 
Care, Inc. 
With medical call rider 
Central N.Y. Medical Plan| Syracuse 
Westérn N.Y. Medical Plan| Buffalo 
Genesee Valley Medical 
Care Plan Rochester 


a/ Estimated. 

b/ When United Medical Service was formed in May 1944, as a merger of Medi- 
cal Expense Indemnity and Community Medical Care, which had been in opera- 
tion for several years, 1,147 participants of the former eletted to main- 
tain the contract they had been carrying. However, this contract is not 
being sold to the general public. Community Medical Care had a ward con- 
tract, the sale of which was discontinued at the time of the merger, but 
748 are still in effect. 

c/ Not yet in operation. 


2/ Includes data from studies made by Commission on Medical Care. 


3/ The various plans upstate are referred to herein by the name of the 
principal city in the area covered by the plan. Thus, "the Buffalo plan" 
or "the Buffalo area" refers to the plan and entire area covered by the 
Western New York Medical Care Plan, Inc. 
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The membership figures given in Table 3 were furnished by the plans 


themselves, and are somewhat higher than those in Table 1, owing to the 
inclusion ef additional plans and some growth in membership in the first 
6 months of 1945. The areas covered or to be covered by these plans are 
shown in Figure il In addition to the plans listed, the New York State 
High School Athletic Association, waich limits its function to insuring 
students participating in school athletics, covers the entire State. The 
Albany area will soon be served by a plan being organized by the Albany 
County Medical Society. 


Legal Aspects 

If a plan is to be organized under the Membership Corporations Law, 
the consent of the State Department of Social Welfare must be obtained. 
Whether organized under this law, or under Article 7 of the Cooperative 
Corporations Law, a license must be obtained from the State Superintendent 
of Insurance and the operation of the plan must conform to the State In- 
surance Law. The latter terms these plans "non-profit medical expense in- 
demnity corporations" and defines medical expense indemnity as "reimburse- 
- ment for medical care provided through duly licensed physicians, for nurs- 
ing service and for furnishing necessary appliances, drugs, medicines and 
' pea | 
The State Insurance Law also provides that the plans must be open to 
the participation of all duly licensed physicians, thus precluding the 
: organization of selected groups of physicians to offer medical insurance 
4 260 sige er paee, f Medical expense indemnity and hospital service corpor- 
| ations may join in issuing a combined contract including both hospital 
and medical service, but neither of such corporations may alone issue a 
contract covering both types of benefits. Not more than 18 counties 
may be covered by any plan except the New York State High School Athletic 


Association. 


47 The areas shown in Figure 1 are those for which charters have been is- 


-gued by the State. However, plans are not operative in all of these 
counties. There is no active recruiting in Niagara and Chautauqua Coun- 
ties. The Genesee Valley Medical Care Plan and Health Insurance Plan of 
Greater New York have not yet begun operations. 

5/ The language of the law suggests that the insurance organization be 
required to make payment to the insured rather than to the physician or 
other person furnishing service. Although the contracts of several plans 
are so worded as to permit this method of payment, in practice payment is 
made directly to the person furnishing service. Supposedly, the patient 
is indirectly indemnified for expenditures he has independently incurred. 
6/ These plans differ in this respect from the industrial and consumer- 
sponsored plans, which qualify as exempt organizations, being unions or 
associations of employees. 
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Contracts and rates must be approved by the State Superintendent of 
Insurance. Contracts may cover either one person, a husband and wife, or 
7 husband, wife, and children under 18 years of age. Substantial reserves 
are required. Not more than 10 per cent of income may be used for solicit- 
ing subscribers, and not more than 20 per cent for additional administra- 
tive expenses. Solicitors may not be paid on a commission basis. Organi- 
zations which meet these requirements are exempt from all State, county and 


municipal taxes. 


General Characteristics 

As a rule, the medical plans have been organized by or in cooperation 
with @ounty medical societies. The Medical Society of the State of New 
York has approved most of the plans currently in operation, the principal 
criteria being adequate representation of the organized medical profession 
in the direction and operation of the plan, and approval by the local medi- 
cal society of the terms and provisions of the plan 2 “The State Medical 
Society has become very much interested in the promotion of these plans, 
and has created a Bureau of Medical Care Plans to aid and advise in their 
development and extension. 

The medical care plans are governed by boards of directors. Although 
there is no legislative provision concerning the compasition of such boards, 
the by-laws of the corporations, with one exception,— have specified that 
a majority of the members must be physicians. 

Any licensed physician may join the pene of "participating physicians", 
i.e., physicians who agree to furnish the care called for under the sub- 
scriber’s contract. Fee schedules are generally established by the board 
of directors after consultation with physicians in the area. Most of the 
schedules closely follow that established under the New York State Work- 
men's Compensation Law.” Fees paid to non-participating physicians are gen- 
erally lower than those paid participating physicians. Participating chee 
sicians agree to accept pro-rated payments (without recourse to the patient 
for the /remainder of the scheduled fee) when the financial status of the .« 


plan prevents payment in full. In plans providing benefits on a service 


Z. Statement by Mr. George P.; Farrell, | Director, Bureau of Medical Care 
Insurance, ,Medical|Society of/the State of New York. No official state- 
ment by the Society has been forthcoming. However, /it has been indicated 
by other sources that,jthere ,are other criteria for approval, for example 
that benefits should mot be /provided on a'service basis to ifamilies with 
incomes over $2,500. 

8/ Only one- third of the faninees of the Board of the Health Insurance Plan 
of Greater New YOrk are physicians, but matters of, professional concern 
rather than of public concern jare handled by a Medical Control Board ,com- 
posed of physicians. 
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basis, participating physicians agree not to charge in excess of the sche- 
duled fee in the case of persons with incomes under a fixed limit. Under 
the piaewndhy plans, the physician may charge in excess of the scheduled 

3 fee. Often, plans combine the service and indemnity features so that charges 
in excess of the fee schedule may be reviewed by a physicians’ committee 

if the subscriber claims that he is below a specified income limit and is 
‘entitled to service at no extra charge. 

The contract for participating physicians sets forth certain standards 
of professional conduct which, if violated, may be the basis for removal 
from the panel of participating physicians. This and the pressure of opin- 
ion which the county medical society and other participating physicians may 
bring to bear on physicians who abuse the plan, constitute the disciplinary 
action. 

Medical care insurance on a non-profit basis is newer than similar 
plans for hospitalization insurance through Blue Cross plans. The develop- 
ment of medical care plans has been facilitated by Blue Cross plans, which 
have conducted the business affairs of the present medical plans (with the 
exception of Group Health Cooperative) ‘and have made possible economies 
of operation for the new organization through joint administration for 
selling, billing, records and payments. In fact, membership in several 
medical care plans is contingent on membership in a Blue Cross pliant. 

Medical care insurance seems to be much more difficult to sell than 
hospitalization insurance because, as a rule, the cost must be added to 
the premium for hospitalization insurance, Also,the cost of anything ap- 
proaching comprehensive coverage is high (see Table 4). Although more than 
20 per cent of the residents of New York State are covered by hospitaliza- 
tion insurance, less than 2 per cent are covered by the non-profit medical 
care insurance plans. At a conference of representatives of the voluntary 
non-profit plans and representatives of the Commission, the chief sugges- 
tion offered by the former for increasing enrollment) through State action 
was to amend the State Insurance Law to permit'a single contract to be is- 
ued by a single berearttd on 2S | 
9/ It is believed that the Health Insurance Plan of Greater New York :iwill 


be operated independently. 

10/ However, not all plan executives subscribe to this view, and one execu- 
tive suggested that medical care insurance did not sell as well as hospital- 
ization insurance because financial need is not as great and as unexpected. 
The State law now permits a contract covering both medical and hospital 
services to be issued;jointly by hospital: and medical plans, although such 
a contract may not belissued, by ,either :plan singly. ; To date, no joint con-. 
tracts have been issued. The Health :Insurance Plan of Greater New York is 
contemplating issuing such a contract in conjunction with |Associated Hospi- 


tal Service of New York. 
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Many plans encourage employers to participate in paying employees# 
premiums. Nearly all of the employers of groups subscribing to Group’ 
Health Cooperative contribute part or all of the premium. Employer con- 
tribution is essential if a plan requires, as a number do, that at least 
75 per cent (or more for small groups) of the employees in a group main- 
tain membership in the plan, because the low-income employees (or those 
with heavy family responsibilities) might find it impossible to pay the 
premium unaided. Many plans report that employers are more willing to 
contribute toward medical care insurance premiums than toward hospitaliza- 
tion insurance premiums. 

Whereas the Blue Cross plans are service plans, 11/ the medical care 
plans are generally indemnity plans. Group Health Cooperative and United 
Medical Service provide service benefits on certain contracts, but only 
for persons whose income is below specified limits. 

In examining the benefit provisions of the medical care plans, it is 
important to keep in mind the benefits offered by the areats Blue Cross 
plan, since the former does not duplicate Blue Cross benefits. Medical 
care plans in all instances provide group subscribers with in-hospital 
surgical and obstetrical care, and several plans include these as out-of- 
hospital benefits. tales uo! A waiting period of 6 to 12 months may be re- 
quired in the case of obstetrics, and such surgical procedures as tonsil- 
lectomy, herniorraphy, etc. 

X-rays, laboratory tests, electrocardiograms, etc., in or out of the 
hospital or elsewhere are sometimes included if they are not provided by 
the local Blue Cross plan. Where physicians' services out-of-hospital 
are available, the subscriber usually has the choice of a surgical contract 
without out-of-hospital services, or a contract which provides both surgi- 
cal and medical benefits, or a "medical call rider" to supplement the 
surgical contract. 

Surgical and obstetrical benefits are the simplest of these benefits 
to administer and are the least subject to apparent misuse. For this rea- 
son, a majority of plans permit out-of-hospital as weil as in-hospital 
surgical and obstetrical care. Medical service, and x-ray and laboratory 
tests are more difficult to control outside of a hospital. In the Utica 


area, for example, it was necessary to discontinue out-of-hospital x-ray 


11/ Maternity and private accommodations and benefits in non-member hospi- 


tals are on an’ inedmnity;basis generally. 
12/ Non-group subscribers!/in United Medical Service and Group Health Co- 
Operative do. not. receive jobstetrical.care. 


ahs 
and laboratory benefits because of excessive use by certain physicians | 
with equipment in their offices. In-hospital x-ray and laboratory bene- 
fits were used more moderately because the prescribing physician did not 
profit by providing such services. / 

Other benefits which may be included are specialist's consultation, 
visiting nursing service in the home, and physicians' calls at hospital, 
home and office. Group Health Cooperative is the only plan to provide 
visiting nursing service in the home. 

Experiments with contracts including physicians' home and office 
calls, such as are now available in the Buffalo ana Syracuse areas, have 
not always been successful. The Medical Expense Fund of New York (now 
part of United Medical Service), Group Health Cooperative, and the Utica 
plan issued tis type of contract at one time. These were found to be 
financially unsound, particularly in coverage of non-group subscribers. 

As a result, these contracts are no longer issued. 

The Buffalo plan formerly issued a service contract providing very 
comprehensive benefits. The demands on the plan-.were so much in excess 
-of the amount anticipated, and the premiums, that it was necessary to pro- 
rate payments to physicians at the rate of 75 per cent of scheduled fees. 
In preference to increasing premiums, the benefits were curtailed and the 
indemnity system adopted. In commenting on the original’ service contract, 
Dr. Carlton E. Wertz, president of the Buffalo plan, made the following 
opservations 122" | 


Our first (major) error was taking the principle of providing 
complete care too literally. In our original contract we provided 
for just about every medical service that could be imagined and we 
did so without sufficient recognition of the human element. Conse- 
‘quently adequate controls against abuse were not established. Fur- 
thermore we attempted to categorically establish benefits on a basis 
of varying economic levels. 


We soon found that we could neither ignore the human shortoom- 
ings nor the inherent principle of American freedom of action. The 
necessity of providing confidential information regarding incomes 
was resented by the employee and the employer. 


Our second error occurred in not taking seriously the impor- 
tance of simplicity in administrative operations. We had attempted 
to control some abuse of home and office calls for minor, non-surgi- 
can ailments by what we called co-insurance. This provided that. 
both the corporation and the subscriber would each stand half of the 
expense for such service up to a certain amount. This was adminis- 
tratively impractical, causing confusion to both the doctor and the 
patient and did not accomplish in any event its purpose. 


13/ "A Practical Prepayment Medical Plan,", C.E. Wertz, Hospitals, 17:53, 


June 1943. j 
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Unemployed married women appear to be relatively poor risks. As a 
result, several plans limit benefits for such women to the benefits avail- 
able to dependents, even though the woman is in fact a subscriber. Fur- 
ther, no married woman living with her husband may subscribe unless her 
husband is also covered by the contract. 

The plans exclude care of cases covered by Workmen's Compensation, 
cases treated in veterans hospitals, and those for whom care is provided 
through Federal or State laws, e.g., mental cases and tuberculosis. Most 
of the plans exclude care of venereal disease, drug addiction and alcohol- 
ism; however, in practice such cases are frequently covered since the ob- 
vious signs or symptoms may be differently diagnosed. The treatment of 
pre-existing conditions, congenital anomalies and cases requiring plastic 
surgery is either excluded, or provided only after a waiting period. None 
of the existing contracts cover drugs or appliances, nursing toute 


blood donor service, preventive immunizations or eye refractions. 


Income and Expenditures 


The financial operations of the plans in 1944 are indicated in Table 5. 


Table 5. Income and Expenditures of Selected Medical Care Plans 19h 2/ 


Buffalo United Medi- Utica 
Ttem plan cal Service plan 


‘Income 
Premiums $279,632.71 $324,661.62 $187,024.77 
Other 681.46 0 521.34 


Expenditures 
Medical care eke ,798 .56 174,030.63 116,855.09 
Administration 29,724.61 16,535.57 
Promotion 3,836.95 ( — 10,163.56 
Other 0 (202 988. 0% 1,267.81 


-a/ Grou 


p Health Cooperative omitted, because 19 
year. . 


is not a representative 


Table 6 shows, for the plans for which comparable data were available, 
the per capita payment to physicians for the various services provided. 
Although none of the contracts are strictly comparable, it appears that 
for groups of persons such as these, in-hospital surgical service may be 
provided for about $3.30 per person and surgical service in-and-out of 
hospital for about $3.7C Surgical and medical in-hospital service may 
be as low as $3.60 The cost rises to $9.25 if limited medical service 
is provided out-of-hospital. | 

Because the New York State plans have changed benefit provisions fre- 
quently, it has not been possible to, depict cost trends over a period of 


years. However, Table 7 illustrates a phenomenon common to all voluntary 


lans - a rather high per capita cost for physicians' services originally, 
147 Except visiting nurse service provided by Group Health Cooperative. 
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Fable 6. Annual Average Expenditure per Participant for Services Pro- 
vided by Physicians under Medical Care Plans. 
as 
Type of contract—' . participants physicians | participant 
poe mige 2G BAe ed 


United Medical Service - 1945 b 


Surgical indemnity 125, 043 co / co / 
Surgical service 2,194 $132, 537= $3.31- 
Surgical - medical, in hospital TOEL 


Group Health Cooperative 19 


Surgical '- medical, in hospita Veale 20,012 ° 


Western New York (Buffalo), 19 


Surgical only 

Single person 

Husband - wife 

Family (incl. obstetrics) 


Surgical - medical, in 

and out of hospital 

Single person ~ 

Husband - wife 

Family (incl. obstetrics) 
a/ Refer to Table 7 for detailed benefit provisions. 
b/ For third quarter of 1945 only; average per participant has been ad- 
justed to an annual basis. 
¢/ For all contracts combined. 


Table 7. Annual Average due to surgical correction of accumulated 
meebo ne nung 1 Por Taree cae disabilities, and a decline as this need 
pant for Surgical Services i 

Provided by Physicians, has been met. — 

Michigan Medical Service 

: Average per 
Pee 


Eligibility and Benefits 
The provisions relating to eligibil- 
ity for enrollment and benefits have been 
summarized in Tables 8 and 9. No two 
al May differ 6 one AGREE plans offer identical service, at the 
in Table 6 because “of same rates, to the same segments of the 


differing benefit. provi- 


sions and fees public. Although the Rochester and Syra- 


cuse plans were modeled after the Buffalo 
plan, they contain some variations from the latter. For this reason, 


the various plans are described in some detail in the following pages. 


Group Health Cooperative 
This plan is a consumers' and producers cooperative which started 
operations in 1939, offering a comprehensive medical-surgical service 


se) an 


It provided general practitioner service in the home, office or hospital, 


15/With the approval of the Economics Committees of the five county medi- 


cal societies in New York City, and the approval of a number of individual 
societies, including New York, Queens and Westchester counties. 


plan to group and non-group subscribers below certain income limits. 


Oks 


specialist service, surgical and maternity-care, the latter for group 
subscribers only (with a $25 charge to patient). Premiums were fixed at 
$18 per person-for group subscribers, and $2h for subscriber and $18 for 
each dependent for non-group subscribers. This plan was discontinued 

in 1943 since it did not prove financially sound, the distribution of risks 
being bad and the use of service excessive in terms of premiums charged 
and fee-for-service basis of payment to physicians. 

As a result of this experience, a more limited plan for surgical 

and obstetrical benefits in home, office and hospital, and medical care 
in hospital only is now offered. Only group enrollment (ordinarily with 
the employer contributing toward the premium) is accepted. Subscriptions 
are not accepted unless the minimum proportion of the group enrolled is 
100 per cent for groups numbering 5-24, 90 per cent for groups numbering > 
25-49, and 75 per cent for groups numbering 50 or more. This proportion 
must be maintained after initial enrollment. (Maintenance of membership 
after leaving the group is permitted if the subscriber is under 65 years 
of age; however, no maternity benefits are available on such contracts.) 
The contract is offered on a complete service basis to individuals with 
annual incomes under $1,800, two persons with incomes under $2,500, and 
families with incomes under $3,000. Persons with incomes in excess of 
these limits are furnished care on an indemnity basis. 

‘Enrollment is open to persons up to 65 years of age. Dependent chil- 
dren under 18 may be covered under a family contract; when these children 
reach 18 they may be covered under individual contracts. Infants born 
into the plan become eligible at one month, other infants are eligible at 
90 days. 

Benefits include medical practitioner services in hospital for 21 days 
‘in any one year;-— surgical services in hospital, home or office; obstetri- 
cal service (not including prenatal care) in home or hospital; one special 
ist consultation ($10 fee) for each hospitalized illness; and visiting 
nurse service in illnesses covered by the contract. A waiting period is re- 
‘quired for obstetrics, tonsillectomy, and treatment of pre-existing conditions. 
Treatment of communicable or venereal disease, drug and alcohol addiction, 
nervous and-mental disorders, correction of congenital anomalies, and cos- 


metic or plastic surgery necessitated by pre-existing conditions are not 


16/ Maximum rate of indemnity payments to physicians for in-hospital medi- 


cal care is $10 the first day, $5 per day for the second through the fifth 
day, and $4 per day for the sixth through the twenty-first day. 
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Genesee 
Valley 

Medical 
Plan 


Medical 
Surgicel 
Limit per illness 


Obstetrical u/ 

Spec. consultation 
Other 
OUT-OF-HOSPITAL 
Medical 

Surgical 

Obstetricel 

Home visiting rurs 
Spec. consultation | No 
Other 


Utica area Buffalo area 


Medical and Surgical Care entrel N. Y. Western N. Y. 

edi ca. Medical Plan Medical Plan 
Per 
Surgical Surgical Rider Surgical Rider Surgicel Rider 


IN-HOSPITAL 
Medical 
Surgical 
Limit per illness 
Obstetrical u/ 
Spec. consultation 
Other 
OUT-OF-HOSPITAL 
Medical 
Surgical 
Obstetrical u/ 
Home visiting nurse 
Spec. consultation 
Other 


No 


No 
Yes 1/3/ 


1 Proced. 


a/ 21 days per year. 
b/ For 2 or more procedures at the same time, allows the greater plus 1/2 the lesser one. 
c/ For group subscribers only. 
d/ One per hospitalized illness, $10 fee. 
e/ For 2 or more procedures at the same time only the more expensive one allowed; for more 
than one operation for the same cause within three months, $150 maxim. 
tf For 2 or more procedures at the same time, the primary one reimbursed. 
After 3rd day hospitalization; partial coverage from 21st to lllth day $5 basal metabolisn, 
electrocardiogram and laboratory. 
h/ For subscriber and each dependent per year: $10 anesthesia; $5 x-ray; $5 basal metabolism, 
electrocardiogram and laboratory. 
i/ Limit per year all benefits: $200 for subscriber, $100 any one dependent, $325 any 3 or 
more persons. 
i/ Dependents receive 1/2 surgical fees as scheduled. 
k/ For subscriber and each dependent per year; $10 anesthesia; $10 x-ray; $5 basal metabolism; 
5 electrocardiogram; $7 laboratory, $5 sutures @ $1.00 each. 
S Limit per year all benefits: $225 for subscriber, $125 any one dependent and $350 for 3 or 
more persons. 
n/ $5 for suture @ $1.00 each. 
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Table 8, contimed. : 

n/ $2 hospital calls, and $3 house and $2 office calls, to the extent of: 3 house or office 
calls only within 10 days of hospital discharge; 1 call per day; 21 per hospitalized illness; ¥ 
calls a week for contagious diseases; and 48 calls for subscriber end each dependent not to 
exceed 150 per year. 

o/ $10 anesthesia per illness (excluding naternity), $15 annually for diagnostic x-rey for 
surgical cases. 

p/ $2 hospital and office calls, $3 other calls, maximun of 1 hospital call per day; 25 calls 
to subscriber end 15 to any dependent per year; no call for after-care for 60 days after sur- 
“3599 procedure except for medical cormlications. (After-care included in surgical fee sched- 
ule). 

g/ For any one disability, $5 endoscopic examination and $5 specialist consultation, and 
annually $10 (additional to surzical plen) diesnostic x-ray, $19 therapeutic x-ray, $5 each 
electrocardiogran ($15 maximum), $10 laboratory service (basal metabolism alone $5), $10 
allergy tests, $10 physiotherapy. 

r/ Two or more procedures at same time, major one only; two or more procedures in one dis- 
ability, $150 maximum. 

s/ Maximum onmal allowance of $40 for prenatal, delivery and post-natal care. 

t/ Maximum annual allowance of $50 for prenatal, delivery end vost-natal care, $30 for mis- 
carriege, $75 for ectopic preenancy, $75 coesarian section and $25 uterine curettaze (D & C). 
u/ Benefit given only on family contracts after a waiting period. 

v/ Electrocardiogran, physiotherepy, pathology, rediology, anesthesiology, etc. 

w/ Any other medical or hospital services required by the condition of the petient. 


Provisions Concerning Eligibility for Coverage by NonProfit Medical Care Plans. 


z Previous 
Nane of plan Age limits [Group af-|Income |Pre-entrance| illness | Service 
filiation| limit] physical |limits | benefits 
° 


United Medical Service 
Surgical indemity (1)|90 days-65 yrs2/] No N No 
Surgical service (2)]90 days-65 yrs2/] Yes b/ No 
Surgical-mediceal — (3)|90 days-65 yrs Yes By No 
Yes 


No 
Health Insurance Plan 
Gomptchenative tone | tos _| $5000] to _—| 
Groun Health Cooperative 

Surgtoel~nedi eat 90 aaye-65 yre Po ee 


Sentral New York Medical Plan 
Surgical 90 days-65 yrs Yes No No 
Surgical with medical rider 90 days-65 yrs 
Medical and Surgical Care 
Low cost surgical 


Regular surgical 
Medical rider 


ays-65 y 
Western New York Medical Plan 
Surgical 30 days-65 yrs®/ Yes No 
Medical rider O days-65 yrs&/| Yes No 


Genesee Valley Medical Care 
Surgical 


a/ No limit to retain membership. 

b/ Service benefits applicable within specified income limits. Over such limits, indemnity benefits 
given, 

es Thirty days if born into plan. Membership may be retained while employed regardless of age. 

a Persons having had cancer, diabetes, osteomyelitis, tuberculosis, chronic nephritis or coronary 
thrombosis are excluded, 

e/ Those eligible to enroll through group mst do so. 

£/ As long as employment contimes 

e/ For specialist service, scheduled fee is shared by ptient and plan. 
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Visiting nurse service has recently been introduced on an experi- 
mental basis, service being rendered through the visiting nurse associa- 


tions. All visits requested by the physician are provided in illnesses 


included. Diagnostic x-ray and laboratory services are excluded. 


or other conditions covered by the contract. In metropolitan New York, 
the benefit is provided on a service basis, but in other areas it is 
rendered on an indemnity basis, with the patient reimbursed for payment 
made to the nursing agency. 

Payroll deduction premiums are $9.60 for an individual, $19.20 for 
two persons, and $24.00 for family. Direct payment premiums are $10.40, 
$20.80, and $26.40 respectively. The plan has been able to maintain this 
premium, despite its relatively small size and the extensive research pro- 
grams carried on, through the assistance of grants by the Rockefeller 


Foundation. 


United Medical Service 

Several medical care plans have operated in the New York metropoli- 
tan area over the past several years. United Medical Service was orgean-_ 
ized in 1944 as the result of a merger of Community Medical Care, Inc., 
and Medical Expense Fund of New York, Inc. An effort has been made to 
coordinate the 3 non-profit medical care plans in the area, but Group 
Health Cooperative did not join. United Medical Service is the organiza- 
tion in Greater New York which has been sponsored by the medical societies. 

At present, United Medical Service offers Plan 1 - a surgical indem- 
nity contract providing surgery and obstetrics in hospital; Plan 2 - a 
surgical service contract covering similar benefits (at physicians' fees 
/ Similar to the Workmen's Compensation fee schedule) but providing full ser- 
"vice for subscribers within certain income limits; Plan 3 - a surgical- 
medical service contract providing the same benefits as Plan 2, plus medi- 
cal service in the hospital beginning with the fourth day; and Plan } - 
an experimental plan, recently inaugurated, providing comprehensive surgi- 
cal, obstetrical and medical benefits, Enrollment in these plans is con- 
tingent on continued subscription to the Associated Hospital Service plan. 
Plan 1 has by far the largest number of persons enrolled. However, this 
is not an indication of comparative popularity since Plans 2 and 3 have 
only recently been offered to subscribers, and Plan 4 will enroll only a 


limited number of subscribers on an experimental basis. 


17/ These are covered for in-hos pi tal cases by the Blue Cross plan for 


the area. 
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Enrollment in Plans 2 and 3 is limited to employment groups. Sub- 
scribers for Plan l-are enrolled on a group basis or, if unemployed; self- 
employed or employed in firms of less than 5 people, on an individual basis. 
For acceptance of a group for any of the three Plans, the minimum size of 
group is 5, of which 100 per cent mst enYoll; the minimum percentage en- 
rollment is graded down to 40 per cent for groups of 500 or more. These 
percentages are applicable at time of enrollment only. 

Service benefits under Plans 2 and 3 are limited to unmarried persons 
with incomes up to $1,800, or married persons with incomes up to $2,500. | 
For persons with greater income, the participating physicians are permit- 
ted to charge in excess of the scheduled fees. If, however, family income 
is between $2,500 and $3,500, and the physician makes an additional charge 
to the patient, the patient may request the Physicians' Review Committee 
of the United Medical Service to review the case and determine the fee to 
be paid. The service benefits include after-care for varying periods, de- 
pending on the type of illness. 

Benefits provided under Plans 1, 2 and 3 include an unlimited number 
of in-hospital operative @ surgical procedures for treatment of disease 
and injury, treatment of fractures and dislocations, and in family contracts 
issued to group subscribers, maternity, prenatal and post-partum care, When 
two procedures are performed at the same time, payment is made for the one 
procedure which is the more expensive. The fees payable under Plan 2 are 
somewhat higher than under Plan 1. Plan 3 includes, in addition to the 
benefits of Plan 2, general medical.care in the hospital after the 3rd day 
of hospitalization; after the 2lst day only partial benefits are ceabinhiee 0 

All contracts exclude cosmetic or plastic surgery for pre-existing 
conditions and congenital anomalies. Plan 3 excludes also medical service 
in any hospital admission primarily for diagnostic x-ray or laboratory 
examinations, other diagnostic studies, physical therapy, rest cures, men- 
tal disorders, pulmonary tuberculosis after diagnosis, and communicable 

diseases requiring isolation or quarantine. There is a waiting period of 
% months before benefits apply to tonsillectomy, 10 months for obstetrical 
care, and 11 months for the care of pre-existing conditions. 

Annual premiums for payroll deduction groups are as follows. Surgical 
indemnity Plan 1 - individual $4.80, husband and wife $12.00, family $21.80 


18/ Maximum rate for indemnity payments to physicians for general medical 
care is $3 per day for the 4th through the 2lst day of each hospital ad- 
mission and $10 per week for the 22nd through the 111th day. 


ya 
Surgical service Plan 2 - individual $6.24, husband and wife $13.44, fam- 


ily $24.00. Surgical-medical service Plan 3 - individual $7.68, husband 
and wife $16.32, family $28.32 Contracts for the surgical indemnity Plan 
1, with individual underwriting,or group underwriting with individual pill- 
ing,are billed quarterly or annually, at an annual rate for an individual 
of $6.00, husband and wife $15.00 and family $25.00. 

Plan 4 is in the nature of an experiment to ascertain the feasibility 
of providing comprehensive benefits. It is planned to enroll 25,000 mem- 
bers from groups throughout the area. Careful records will be kept on the 
experience in the use of benefits,cost, etc. Contracts are made with em- 
ployers on behalf of those of their employees who have been employed for 
a minimum period of time and who will enroll within 30 days of reaching 
this eligibility date. Such persons must hold contracts for hospitaliza- 
tion insurance with Associated Hospital Service of New York. Dependents, 
including spouse and unmarried children 90 days to 18 years may be in- 
cluded at the time of enrollment, or at a later date, if the United Med1- 

cal Service desires to accept them at that time. This United Medical Ser- 
7 vice option holds for coverage of dependents newly added to the family, 
unless they request inclusion under the contract within 30 days of joining 
the family. Coverage may be continued only for the duration of employment. 

Premiums may be paid only through the employer. The annual premium 
rate is $19.20 for an individual and $48.00 for a family. 

" The plan provides limited service benefits to persons with individual 
contracts and incomes under $1800 per year, and with family contracts and 
incomes under $2500 per year. Families with incomes of $2500 to $3500 may 
request the Physicians' Review Committee flor service rather than indemnity 
benefits. 

Benefits included are: general medical care, surgery, maternity and 
specialists' care in home, office and hospital; for infants, only in-hos- 
pital care is provided. ‘The contract does not inalude dentistry or re- 

. fractions. Also excluded is care rendered by the medical department of 
an employer, medical,examinations for physical checkups when not incident 
to treatment of illness, care of mental disorders, rest cures, alcoholism 
or drug addiction, cosmetic surgery, and congenital anomalies. Special- 
ists' services must be approved by a practitioner prior to the service. 


If not so approved, only a general practitioner fee is allowed (even though 
specialist service has been given) and no allowance will be paid for tests 
(e.g., x-ray, electrocardiogram, etc.) by the specialist in such cases. 


Prior to allergy treatment, United Medical Service approval must be ob- 
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tained. Where there is no objective indication of illness, United Medi- 
cal Service liability is limited to $20. 

The fee paid for general practitioner services is $2 for office, and 
$3 for home and hospital calls. (No additional payment for night calls 
is made by United Medical Service.) Authorization must be obtained from 
United Medical Service for all calls in excess of 1 per day and 20 per 
illmess. Specialist service is on aco--insurance basis; i.e., the pa- 
tient on « service basis contract is required to pay one-half of the sched- 
uled fee, and the patient on an indemnity basis contract is required to 
pay one-half of the scheduled fee plus any additional charge made by the 
physician. The schedule for specialists' fees is $10 for first visit in 
office or hospital; $15 for first visit with electrocardiogram, or for 
home visit (limited to one such visit); $3 per visit after the first; with 
electrocardiogram, $5 per visit after the first. A detailed fee schedule 
is set up for surgery, neurology, psychiatry, pathology, radiology and 
Seti clas. Participating physicians are reimbursed on the basis of 
the fee schedule. Non-participating physicians are reimbursed at a rate 
of 75 per cent of the fee schedule, and they are not bound to give any 


service benefits. 


Health Insurance Plan of Greater New York 

This plan was incorporated in 194k° with the purpose of making avail- 
able all necessary medical service "to keep(the member) from getting sick 
and everything medically available to cure one who is sick ."22/ No con- 
tracts have been issued to date, but the sponsors hope to begin operation 
of the plan sometime during 1946. Enrollment will be through groups of 
persons working or residing in New York. At first, only employment groups 
will be accepted, but it is expected that other types of groups will be 
enrolled shortly thereafter. To be eligible for enrollment, the subscriber's 
annual income must be under $5000. 

Benefits will be on a complete service basis and will include general 
practitioner at home, office or hospital, specialists' services, diagnostic 
x-ray and laboratory services, surgery, maternity and child care, preven- 
tive care, visiting nurse service, and all hospital service. It is anti- 
cipated that all physicians' services will be provided through’ medical 


groups organized for that purpose. Hospital benefits will be provided 
through arrangement with the Associated Hospital Service of New York. 


19/ Mayor LaGuardia'’s Sunday Broadcast of April 30, 1944. 
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It was announced that premiums for employment groups, collected 
through payroll ieaintion, would be 4 per cent of earnings, at least one- 
half of which is contributed by the employer. It now appears, however, 
that premiums will be uniform in amount, regardless of income, and will 
be about $48 per single person and $96 per family. No extra payment will 
be required for dependents. It is proposed to make the plan available to 
the New York City employees as departmental groups at the start of oper- 
ations, with the City paying one-half of the premium. No premium has 


been set as yet for groups which are not employment groups. 


Western New York Medical Care Plan, Inc. 

This plan pioneered in offering medical as well’as surgical service. 
Further, its present contracts have served as models for the new Syracuse 
and Rochester area plans. 

The original comprehensive contract, discontinued in 1942, was of-— 
fered on a service basis to persons of limited income and on an indemnity 
basis to persons over such income limit, with a co-insurance clause whereby 
the subscriber shared’ the first $20 of physicians’ fees with the Plan. 
This plan was not financially successful and payments to physicians were 
pro-rated at 75 per cent of par value for two years. Factors which may 
have entered into this situation are the difficulty in determining the 
subscriber's income, unwillingness of physicians to accept the scheduled 
fee as full payment, over-use of service, etc. Although continued until 
September 1, 1945 for persons previously nfmortbind this service con- 
tract is no longer offered to new subscribers.| In its stead, there is 
\. offered an indemnity contract providing fairly\comprehensive service. 

: Although the charter for this corporation covers 8 counties (see 
Figure 1), active solicitation of, subscribers is not undertaken in Niagara 
and Chautauqua Counties. In the former county, the physicians are unwill- 
ing to cooperate. In the latter, the existence of another hospital service 
plan - the Chautauqua Region Hospital Service Corporation - poses admin- 
istrative difficulties. Subscribers to the medical care plan who may live 
in Niagara or Chautauqua counties receive benefits on the same basis as 
do persons receiving benefits out-of-the-area, i.e., 100 per cent reim- 
bursement up to the amount of the fee scheduled. 

Coverage has been limited to groupe ,ai The minimum percentages are 


100 per cent minus one person for groups of 5-13 employees, and percent- 


20/ Sti in-force, however, for clients Of;the Farm Security nistra- 
GLO 3 3 : 

21/ Ag of February 1, 1946 the enrollment ‘of non-group subscribers was 
authorized. ae 
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ages graded down to 50 per cent for groups of 25 or more employees. New 
subscribers must be under 65 years of age. No income limit is set. Phy- 
Ssicians are free to charge anyone a fee in excess of the fee schedule. 
Persons who have had cancer, diabetes, osteomyelitis, tuberculosis, chronic 
nephritis or coronary thrombosis are not eligible for service. 

Two types of benefits are offered under current contrects. The surgi- 
cal contract benefits include surgical and obstetrical service in home, 
office and hospital, limited to $150 surgical fees in any one illness. 
Where two procedures are performed at the same time only the major one is 
paid for. In addition, there is an allowance in any one illness of $10 
for anesthesia and $15 annually for diagnostic x-ray for surgical cases. 
During the first 10 months of membership, service is not rendered in meno- 
pausal conditions or hernia, hemorrhoid and tonsil operations, and for 12 
months in pregnancy, childbirth, or related complications. Benefits are 
not available for pre-existing conditions or those arising from the use 
of drugs or alcohol. Waiting periods are waived for groups with a high 
percentage enrollment; and the members of such groups are also eligible 
for the care of pre-existing conditions. 

The medical call rider to the surgical contract provides allowances of 
$2 for physicians' hospital and office calls and $3 for home visits, the 
number not to exceed one hospital visit per day, and 25 calls of all types 
annually for subscriber, and 15 for each dependent. No calls are allowed e 
for 60 days after surgical procedures, except for medical complications,e 
Since surgical after-care is included in the fee for surgery. In addition 
to the surgical contract benefits, for each disability an allowance is made 
of $5 for specialists' consultations and $5 for endoscopic examination. 

For a contract year, a maximum of $10 is allowed for each of the following: 
diagnostic x-ray, radiotherapy, physiotherapy, allergy tests, and laboratory 
tests (including basal metabolism at $5). An allowance of $5 each is made 
for electrocardiograms, with a maximum of $15. Vaccinations, inoculations 
and refractions are not included. A married woman subscriber who has not 
been employed for 6 months is entitled only to dependents' benefits under 
this rider. | 

The surgical contract premiums are $7.20 for an individual and $20.40 
for a family. The premiums for the surgical contract with medical rider | 
are $18.00 for an individual and $36.00 for a family. Persons leaving the 
enrollment group may retain coverage at the same rate. However, they are 


billed quarterly or annually, and a $.10 charge is made for each billing. 


ent 
Central New York Medical Plan, Inc. 

This plan, modeled after the Western New York Medical Plan, was intro- 
duced early in 1945. Although the plan may cover 10 counties, subscrip- 
tions are now being solicited in only 7. At present, coverage is limited 
to groups (employment, social or professional groups) and does not extend 
to anyone over 65 years of age, even though he was covered before attain- 
ing that age. The plan is on an indemnity basis, no income limit is set 
on subscribers, and the physician is at liberty to charge a fee in excess 
of the indemnity fee schedule. Charges are subject to review,on appeal, 
by a special board. Persons who have had cancer, diabetes, osteomyelitis, 
tuberculosis, chronic npulnciie or coronary thrombosis are not eligible 
for enrollment. 

A surgical contract and a medical call rider are offered. The surgi- 
cal contract benefits include surgical and obstetrical service in home, 
office and hospital, limited to $150 surgical fees and $10 for anesthesia 
in any one illness, plus an annual total of $15 for diagnostic x-ray for 
surgical cases. During the first 10 months of membership, benefits are 
not available in menopausal conditions, hernia, hemorrhoid and tonsil 
operations, and for 12 months in pregnancy, childbirth or related compli- 
cations. However, waiting periods may be waived for groups with a high 
percentage of subscribers. 

The medical call rider to the surgical contract provides nh comlanciiils 
of $2 for physicians' hospital and office calls, and $3 for home visits, 
the number not to exceed one hospital visit per day, and 25 calls annual- 
ly for subscriber, and 15 for each dependent. No calls are allowed for 
60 days after surgical procedures except for medical complications, since 
surgical after-care is included in the fee for surgery. For each disabil- 
ity an allowance is made of $5 for specialists' consultations and $5 for 
endoscopic examination. For a contract year, a maximum of $10 is allowed 
for each of the following: diagnostic x-ray 25 radiotherapy, physio- 
therapy, allergy tests and laboratory tests (basal metabolism at $5). An 
allowance of $5 each is made for elect¥ocardiograms, with a maximum of 
$15. A married woman subscriber who has not been employed for 6 months 
is entitled only to dependents' benefits. 

The surgical contract premiums are $7.20 for an individual and $20.40 
for a family. The premiums for the surgical contract with medical rider 
are $18.00 for an individual and $36.00 for a family. Persons leaving _ 


22/ This is in addition to x-ray benefits provided by the surgical con- 


tract. 
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their enrollment group may retain coverage at the group rate, with direct 
billing for the remainder of the contract year. At the end of the year, 
they are to be billed at a higher rate, which has not yet been determined. 


Genesee Valley Medical Care, Inc. 

This new plan will offer its contracts to the public early in 1946, 
Although its charter covers six counties, the plan was organized by the 
Monroe County Medical Society and, for the present, activities will be 
confined to Monroe County. Extension of the plan depends upon sponsorship 
by the medical societies of the other five counties. 

At first, enrollment will be limited to groups of 5 or more acceptable 
persons, if the following minimum percentage enrollment is met: 100 per 
cent less one person for groups of 5-10 persons; 75 per cent but not less 
than 10 persons for groups of 11-25; 60 per cent for groups 26-50; and 50 
per cent for groups of more than 50 persons. The age limit for initial 
enrollment is 65. Spouse, and dependents aged 90 days to 18 years may be 
covered. Persons who have had cancer, diabetes, osteomyelitis, tubercu- 
losis, chronic nephritis or coronary thrombosis are not eligible. 

Benefits are on an indemnity basis and the physician may charge a 
fee in excess of the fee schedule. Charges in excess of this amount may, 
on appeal, be reviewed by a special committee. 

Only a surgical-obstetrical contract is to be offered. This provides 
surgical and obstetrical benefits in home, office and hospital, subject 
to a waiting period of 12 months for obstetrics, complications of pregnancy 
and childbirth, menopausal conditions, hernia and hemorrhoids. Where two 
or more procedures are performed in one period of disability but not at 
the same time, a maximum of $150 is allowed. In addition, an allowance 
is made to subscriber and each dependent of $15 annually for diagnostic x- 
ray for surgical cases, and $10 in any one illness for anesthesia rendered 
by a physician other than the operating surgeon. 

Benefits are not available for pre-existing conditions or those aris- 
ing from use of drugs or alcohol. 

Annual premiums for the plan are $7.20 for individual and $20,40 for 
family. Premium rates for persons leaving the group have not yet been set, 


Medical and Surgical Care, Inc. 
As a result of unfavorable financial experience under the more compre- 
hensive surgical and medical call rider contracts issued previously, this 
Utica area plan now sells new low-priced and regular-priced surgical in- 
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demnity contracts and a medical call rider covering fewer benefits, although 
service under previous contracts is cntinued. 

Individuals as well as groups are eligible, except that persons eli- 
gible to subscribe through a group may not subscribe individually. Cover- 
age Pe to persons under age 65,83/ Infants become eligible at 
60 days. Dependents under 16 may be included under family contracts; de- 
pendents over 16 (other than spouse) may enroll as sponsored subscribers. 
Apparently as a result of unfavorable experience with married women who 
are not employed, married women are eligible only if their husbands en- 
roll. Also, if a married woman who has been a subscriber ceases to be 
gainfully employed for a period of six months, she is entitled to benefits 
payable to dependents only. Except for obstetrics, surgical fees payable 
on behalf of dependents are only one-half as great as those for subscrib- 
ers. 

Surgical and obstetrical benefits in home, office or hospital are 
provided by the low-priced and regular contracts. The former allows a max- 
imum of $40 annually for prenatal care, delivery and post-natal care. The 
latter allows $50 for prenatal care, delivery and post-natal care, and 
$30 for miscarriage, $75 for ectopic pregnancy, $75 for caesarian section 
and $25 for uterine curettage. The fees for eather surgical procedures 
are somewhat lower for the low-priced contract. 

A limited allowance is given for anesthesia ($10 for both contracts), 
x-ray ($5 and $10 respectively), laboratory, basal metabolism and electro- 
cardiogram($5 for all on the low-priced contract and $7 for laboratory 
and $5 for each of the others under the regular pomtenn ace Benefits 
other than surgical and obstetrical are available in the hospital only, 
since abuses were experienced under previous plans where these were home 
and office benefits. 

The medical call rider provides, for subscriber or dependent, $2 per 
call at hospital or office and $3 per call for home visits. The limit oi’, 
calls is 1 per day, with a maximum of 21 hospital calls per illness, 3 
home or office calls within 10 days of discharge from hospital (i.e., home 
or office calls are permitted immediately following hospitalization only), 
and 4 calls a week for contagious diseases. The maximum for calls of any 
type is 48 for subscriber and each dependent, not to exceed a total of 


(150 per year for a family. Allergy treatments, serum and medical injection 


f, Even covered prior to attaining 05. 
/ The Blue Cross ;plan in the area does, not/include)|these, benefits. 


260 


treatments, post-operative calls prior to the 60th day after operation, 
and services necessitated by pregnancy are not provided. 

The premiums for the low-priced surgical plan are $5.76 for a single 
person, $11.88 for two persons, $16.56 for a family including dependents 
under 16 years, and $6.12 for each dependent (including sponsored sub- 
scribers) 16 years and over. The premiums for the regular plan are $9,00, 
$18.00 and $22.80 respectively, with a $9.00 charge for dependents aged 
16 or over. The medical call rider premiums are $4.80, $9.00 and $12.00 
respectively, with a $4.20 charge per dependent aged 16 or over. Premiums 
for group and individual coverage are the same; however, there is an en- 


rollment fee for individually-enrolled subscribers. 


Summary 

Five voluntary non-profit medical care insurance plans are now oper- 
ating in the State, another is to commence operations shorty,. another 
has been organized, and an eighth is now being organized. These plans 
operate under the guidance of or in cooperation with the medical profession 
in the area. Their operations are based on the traditional pattern of 
medical practice. There is free choice of practitioner and patient. Par- 
ticipation is open to all physicians and, with the exception of the Health 
Insurance Plan of Greater New York, group practice is not involved. Pay- 
ment is on a fee-for-service basis, possibly excepting the Health Insurance 
Plan of Greater New York, and usually there is no limit on the amount the 
physician may charge (although charges which seem excessive to the patient 
may be reviewed by a medical committee). Service plans, in which the phy- 
sician agrees to accept payment by the plan as the full fee for his service 
to persons with incomes below a fixed limit, are offered by Group Health 
Cooperative and United Medical Service, and may be offered by the Health 


Insurance Plan of Greater New York. 25/ 


25/ Mr. Louis H. Pink, President of the Associated Hospital |Service of New 


York (the Blue Cross bisa which is under contract to operate United Medi- 
cal Service) comments on these arrangements as follows: 

“The medical profession has as a rule favored a financial arrangement that 
gives individuals more purchasing power without in any way binding the doc- 
tors... If medical care were organized on a service basis similar to Blue 
Cross hospitalization, on the other hand, the medical profession would be 
able to provide more adequate medical care for the great mass of the people. 
Where such plans are established, the chief controversy is how high income 
of the subscriber may be and still entitle him to service without extra 
charge. Jn some states, the medical profession has been unrealistic about 
this and has made the income ceiling so low that there is no popular appeal." 
(Story of Blue Cross, Public Affairs Pamphlet No. 111, 1945. ) : 


In general, benefits are strictly limited and defined. The control 
of quantitative abuses that may occur within these limits is based on 
rulings of the medical review boards of the plans, and the weight of 
medical opinion. There seems to be.no mechanism for review or supervision 
of the quality of service rendered. 

Comparison of the plans to determine which goes farthest towards 
meeting the public needs at the least. cost is extremely difficult. Bene- 
fits, eligibility requirements and rate structures vary considerably. 

The medical insurance organizations which find it necessary to include 
in their contracts benefits which in other areas are provided by hospi- 
talization insurance plans are correspondingly more expensive. Also, 
administrative costs may rate 

It is more expensive to provide benefits to all types of subscribers 
than to group subscribers exclusively, since employed persons on the aver- 
age require less care, and since a favorable distribution of risks is as- 
sured. Likewise, it is more expensive to issue contracts to all persons 
regardless of previous illnesses than to issue them only to persons who 
have had favorable past experience. The employed person in good health 
finds it relatively cheap to purchase a contract sold only to groups or 
only to good risks. Other persons are not so fortunate, either being re- 
quired to pay more, or being quite ineligible for enrollment. From a 
community standpoint, a plan with broader eligibility is desirable. 

The experience of the plans is interpreted as showing that self- 
supporting voluntary medical care insurance plans cannot gain wide member- 
ship. Some form of subsidy on behalf of persons of low income, and per- 
sons who are poor health risks, would be necessary to attain coverage of 
a majority of the population. The inclusion of medical home and office 
benefits does not seem immediately feasible because of difficulties in 
preventing abuses or excessive use of services which are not as tangible 
as surgery, obstetrics, x-ray and laboratory examination, or as suscept- 


ible to control as in-hospital care. 


26/ Most of the plans which are administered by Blue Cross organizations 
are charged a percentage of total administrative cost of the organization 
based on proportionate premium income of the medical and hospital plans, 
despite the higher relative cost of administering the medical plans. Thus, 
such medical plans effect a saving in more efficient billing, selling, . 
etc. procedures, and also in that the Blue Cross plans absorb some of their 
costs of operation. The Rochester plan, when it begins operations, will 
be charged for administration on a cost basis for the initial period, at 
least. Group Health Cooperative administers its own plan, and so cannot 
effect the economies of the other plans. 


A 
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CHAPTER XIII 
FACILITIES FOR MEDICAL CARE 


Two most important barriers to the receipt of adequate medical care by 
all people are lack of ability to pay for care, and lack of facilities to 
provide the necessary care. It is often claimed that if the economic bar- 
rier were removed, e.g., by means of a State-wide medical insurance pro- 
gram, there would not be sufficient doctors, dentists, nurses and hospitals 
to meet the demands and purchasing power of the people. Some people be- 
lieve that the ability to purchase medical care should not be increased un- 
less facilities have been previously increased. 

Although it is true that demand should not greatly exceed supply, it 
seems obvious that it is increased purchasing power which causes an increase 
in facilities, rather than the reverse. A hospital will not be constructed 
where none existed before unless there is some assurance that funds will 
be forthcoming from public or private sources to permit the hospital to 
Operate and render service to the people of the community. Physicians and 
dentists will not establish practices in a community unless there is a 
strong probability that the people of that community will be able to pay 
them for their services. On the other hand, it would not be desirable to 
incorporate in a medical care program benefits which could not be provided 
in relatively full measure. To do so would create disappointments for the 
contributors to the costs, or greatly inflated prices, or both. 

One of the questions that needs to be decided for New York State is 
the ogtent to which its facilities would be adequate to meet the demands 
for medical care if the economic barrier were completely or largely re- 
moved. It is the purpose of this and the following chapter to describe the 
existing facilities and, wherever possible, to measure them against stanards 


for adequate care. 


An estimate was made of the number and type of physicians required to 
provide an edequate volume of medical service. The importance of arriving 
at an accurate figure, and the numerous variables which may affect the re- 
sult, require that the method employed be presented in some detail. The 
definition of adequacy employed was that *of Lee and Tories OF 


I7 The Fundamentals |of Good Medical Care, R. 1. Lee and L. W. Jones, Publi- 
cation No. 2° of the\Committee on the Costs of Medical Care, University of 


Chicago Press, 1933. 
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Adequate medical care has both a quantitative and a quali- 
tative aspect, It means a sufficient quantity of good medical 
care to supply the needs of the people according to the standards 
of good current practice. 


Volume of service required. The volume of service required for ade- 
quate medical care has been taken with only minor changes, from the Lee- 
Jones lag ai Their data are based upon three variables - expectancy 
of disease, ‘age distribution of the population, and standards of medi- 
cal practice. 

Lee and Jones utilized annual expectancy rates from 31 studies. 
These were carefully evaluated and a most probable rate established for 
individual diseases and groups of diseases, according to age groups, 

All disease conditions which require any type of medical care were in- 
cluded. In this study, the Lee-Jones expectancy rates were adjusted 

to the age distribution of the New York State population as given in the 
1940 census. , The services required for adequate diagnosis and treatment 
of the various diseases were estimated by Lee and Jones on the basis of 
opinions and case records of leading practitioners of medicine. The fi- 
gures were subdivided to show for average cases in each disease category, 
the number of visits that should be made by a general practitioner, the 
number of consultations necessary, the number and types of operations 
needed, and the number of treatments that should be given by a specialist. 
Figures for x-ray examinations, laboratory examinations, and physiother- 
apy were also established. 

As pointed out by Lee and Jones, it is impossible to determine once 
and for all time the services which will represent adequate medical care, 
because the expectancy of disease and the standards of good medical prac- 
tice are constantly changing. The figures of Lee and Jones are now about 
12 years old, and in examining them in detail it is evident that consid- 
erable changes have occurred over a period of years. For example, rick- 
ets and diphtheria are no longer the problems they were; on the other 
hand, chronic diseases such as cancer and diabetes are more prevalent. 

As regards standards of medical practice, the use of the sulfonamides and 
penicillin has reduced the services required in a number of diseases, 

but new surgical technics have made it possible to perform a number of 
other operations which were uncommon or unknown a few years ago. How- 
ever, it appears that a decreased need for medical services in certain 
categories is balanced by an increased need in other categories. Lee 

and Jones believed that their rates "would probably exceed even the im- 


mediate total need for medical care, and would undoubtedly be an over- 
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Lottie of future needs." It seems safe to assume that although there 
may be qualitative differencés between the ‘services considered necessary 
by Lee and Jones in 1933 and the services that would be required today, 
there is little quanti taktea difference. i 

Diseases covered and services provided. The étemuiio and panama 
of the diseases and conditions shown in Table 1 are covered. A few items 
of service, such as medical assistance to the surgeon at operation, and 
general anesthesia, have not been included because data are lacking. The 
expectancy rates cover all conditions for which medical care is required, 
except for the treatment of tuberculosis, psychosis, feeble-mindedness, . 
neurosis, behavior obi CEES and institutionalized cases of neurosyphilis. 
Although rates have not been derived for every individual disease, they 
are shown for certain important diseases, e.g., appendicitis, rheumatic 
heart disease, etc., ‘and the. use of inclusive rates for diseases’ remaining 


im broad disease categories has made it possible to cover all conditions. 


Table 2. Physician Time Required for Specified. Types of Medical Service. 


poner es. practitioner ape te 
[-—Service__—‘[ Minutes | Service. Minutes 


* Giesontpitag a/ Treatment 


General diseases 
Female genital 
Muscles, joints, etc. 


Respiratory Nose & throat. 
‘Gastrointestinal Internist 
Genitourinary Surgeon 
Communicable | Obstetrician 
General diseases Urologist 
Female genital Gynecologist 
Muscles, joints, etc. Orthopedist 
Treatment Neurologist 
Respiratory Psychiatrist 
Gastrointestinal Opthalmologist 
Genitourinary: Dermatologist 
Communicable Operation 


Nose & throat . 
Appendix 
Hemnia s+. 


Syphilis Gall-bladder 
Genorrhea Female genital 
' Lacerations Orthopedic . 
. Fractures _ Genitourinary 
‘First prenatal - Post-operative |. 
' Other prenatal _ Follow-up r 
Delivery 


" Figures are for routine visits. .In the calculations, an additional 
15 to 30 minutes is usually allowed for first diagnostic visit, or con- 


eon. 
a> 


— per visit. The time required per unit of service is 
exclusive of travel time. It applies to- individual services (visits) 


rather than the time required to conclude a case of a given disease,é.g., 
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Table l. 


olas, bron S$, sinus 
Infuenza and grippe 
Tonsillitis, pharyngitis, etc. 
Pneumonia, all forms 

Hay fever and asthna 


Acute Communicable 


Measles 
Whooping cough 
Chickenpox 
Mumps 

Scarlet feber 
Diphtheria 
Typhoid fever 
All other 


Cuts, abrasions, bruises 
Fractures 

Sprains and Strains 
Infected wounds 
Poisoning 

Burns 


Prenatal 
Delivery and post partum 


Syphilis and Gonorrhea 


Rheumatic conditions, acute and chronic 

Cancer and other tumors (excent female 
genital) 

Diagetes 

Rickets 

Goiter and glandular conditions 

Anemia 

Drug addiction and chronic alcoholism 

Pellagra 

Arteriosclerosis & arter 
heart disease 

Rheumatic heart disease 

Syphilitic heart disease 

Heart disease from other causes 

Hypertension 


Pos 


Conjunctivitis, inclucing trachoma 
Stye 

Eye strain 

Iritis 

Glaucoma 

Cataract 

Gonorrheal ophthalmia 


Neuralcia, Neuritis & Sciatica 
Neurasthenia & Nervous Exhaustion 


Eye - Refractive Errors 


Diseases Covered in Study of Physicians! Services Required for Adequate 
Medical Care 


Digestive 
Indigestion, nausea, diarrhea, enteritis 
Ulcer of stomach and duodenum 
Appendicitis 
Hernia 
Diseases of liver and biliary systen 
Other diseases of digestive system 


Boils, carbuncles, abscesses & ulcers 
Scabies 

Urticaria 

Dermatitis 

Impetigo 

Eezena 

Other skin diseases 


Female Genital (non—venereal 


Disorders of menstruation, including 
menopause 

Sterility (including cervicitis, 
uterine displacement, etc.) 

Cysts and tumors 

Pelvic lacerations 

Salpingitis 


Mastoid 
All other 


Ce 

Strained feet (disabling) 
Spinal curvature 
Acute nephritis 
Chronic nephritis 
Urinary and renal calculi 
Cystitis 
Floating kidney 
Pyelitis 

Circulatory System 
Hemorrhoids 
Varicose veins and ulcers 
Varicocele 
Aneurysm 
Phlebitis 
Prostatic disease 
Urethral stricture 
Hydro cele 
Phimosis 
Orchitis 
Epilepsy 
Multiple sclerosis 
Brain tumors 
Chorea 


except heart 
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one case of respiratory disease might require only one diagnostic visit - 
20 minutes, another case might require two visits - a total of 40 minutes, 
and so on. Representative figures used in these calculations are set 
forth in Table 2. They correspond closely with the average time per 
visit reported in other studies .2/3/ 

Physicians needed. The product of time, services required, and dis- 
ease expectancy equals the physician-hours required. This figure was cal- 
culated for each disease category and, within the category, for general 
practitioners and the various types of specialists. A summary of the re- 
sults is.shown in Table 3. The figure perhaps should be termed "patient- 
hours" because it refers only to time spent by the physician in attendance 
on a patient and does not include time for travel, study, the business 
end of practice, etc. Refractions are shown separately because they may 
be performed either by an ophthalmologist (physician) or by an optometrist. 

Although physicians are reported as working 50-650 hours per week, L/3/ 
it seems doubtful whether the average physician should devote more than 
30 hours per week to the actual care of patients, the remainder of his 
time being spent in travel, study and the business aspects of practice. 
Allowing 30 hours per week, 48 weeks per year, the average physician 
could spend 1,440 hours in seeing patients. 

To reconcile the differing specialty classifications employed by 
Lee and Jones, the American Boards of Medical Specialties and the New 
York State Workmen's Compensation program, it has been necessary to 
adopt the groupings shown in Table 4. There are many physicians not 
qualified by the Boards who possess more experience than the average 
physician, who limit their practice to a given specialty, and who have 
been classified as specialists for the purpose of participating under 
the New York State Workmen's Compensation Law. These have been included 
in the tabulations of specialists. 

New York State physicians. A study was made of the distribution of 
general practitioners and specialists listed in the Medical Directory of 
New york, / and the specialists in the Directory of Medical Specialists, 


2/ In "A Note on Physician Time per Patient in Private Practice," B. M. 


Davis, Public Health Reports, 60:1113, Sept. 21, 1945 an average of about 
17 minutes was reported. A. Ciocco and I. Altman, in "Statistics on the 
Patient Load of Physicians in Private Practice," J.A.M.A. 121:505 (1943), 
state that the average office visit is of about 17 minutes duration (as- 
tually, 16.6 minutes). 

3/ The inclusive figure for all services, including operative, travel to 
visit patients, etc., averaged 20 minuted in 1943, according to "Spec- 
alists' Economic Status," Medical Economics, 23:50, October 1945. 

4 / Medical Directory of New York, New Jersey and Connecticut, 1941-h2, 
Medical Society of the State of New York. There are listed, as of May l, 
1941, the physicians who have registered with the various county clerks, 
as required by law, their licenses to practice medicine in this State. 
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Table 4. Reconciliation of Differing Classifications of Physicians by Type of 
Practice. 


American Physician 
Medical Spec- Worknen's Reconciliation - hours 
een fistica Board Compensation a/ needed »/ 
General enera 
Pediatrician Pediatrician Physical therap; oractitioner 1,401.23 


Internist nternis nternal medicine nternis 
113.71 


Neuropsychiatrist 
0 


Dermatolozist& | Dermatology and/ 
syphilologist or syphilology 
Tuberculosis & 
lung diseases 
Gastroenterology 
Cardiology 
Metabolic @is- 
eases 
Immunology & 
allergy 
Endocrinolog; 
Neurology and/or 
osycniatry 
Psychiatrist c 


Syphilologist 


Neurologist Neurologist & 
Psychiatrist psychiatrist 


Obstetrician Obstetrician &}] Obstetrics and Obstetrician & 42.96 
Gynecologist Gynecologist or gynecolog; vnecolosist 


Ear, nost & Laryngology Har, nose & 
Rhinology and/ throat 46.10 
or otology 
Bronchoscopy 


7 
throat ° 
Surgeon Surgeon Gene surgery, urgeon 
Neurosurgeon major 81-3 
Plastic Traumatic surge, 
surgeon not major 
Minor surgery 
Plastic surgery 
Proctology 
Neurosurgery 
Oral surgery 
Vascular & 
venotherany 


34. 
diseases 3617 
Orthopedist Orthppedic Orthopedic Orthopedist 15-36 
surgeon surgery 


Ophthalmologist] Ophthdmolosist] Ophthalmology Ophthalmologist D1e52 a 
7 'e — 


on 7 = ai E 


a/ Does not include specialists qualified by American Boards, who are in previous 
columne Covers physicians with "SD" qualifications, i.se.,nhysicians whose practice is 
limited to the specialty. 

b/ Per 1000 population. 

c/ Qualified by New York State Department of Mental Hygiene. 

G/ Exclusive of refractions. 

e/ Chiefly hospital and public health administrators, but including qualified 
Specialists who are full-time in mental and similar hospitals. 


Pathologist vathology & practice 
Radiologist laboratory 
Radiation and/or 
roentgenology 


Public health 
& industrial 
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ighe 2! Table 5 shows the distribution of physicians by county, In Ta- 


ble 6, comparison is made of the number of general practitioners and 


Table 5. Distribution of epee oe by County, New York State, 


1941. 
No. of No. of 
County physicians County “physicians 
Rochester District Albany District 
Allegany Albany 
Chemung » F/ Clinton 
Genesee 52 Columbia 
Livingston 4 ae Essex 
Monroe 694 Franklin 
Ontario ort Fulton 
Orleans Se he Greene 
Schuyler 12 Hamilton 
Seneca 37 Montgomery 
Steuben 98 Rensselaer 
Wayne 56 Saratoga 
Wyoming Schenectady 
Yates Schoharie 
Warren 
Buffalo District Washington 
Cattaraugus Total 
Chautauqua 143 Syracuse District 
Erie Broome O46 
Niagara Cayuga 82 
Chenango 4O 
New York District Cortland 4o 
Bronx & New York | Delaware 48 
Dutchess 238 Herkimer 67 
Kings 4,700 Jefferson 102 
Nassau 638 } Lewis el 
Orange 212 Medison 57 
Putnam 29 Oneida 301 
Queens 1,765 Onondaga 478 
Richmond 163 Oswego 71 
Rockland 128 Otsego ; 78 
Suffolk 350 St. Lawrence” 99 
Sullivan 62 Tioga , he 
Ulster 4:13 Tompkins 88 
Westchester Total 1, 852 
Total State 25, (20 


specialists in 1941, with the number needed as estimated by this study, 
for the whole State and for each of the five large geographic districts 
shown in Table 5.—’ In interpreting Table 6, several facts are to be 
kept in mind. The number of specialists listed in the Directory of Medi- 
cal Specialists (3,758) does not agree with the’ number derived from the 
Medical Dinéctory of New York (3,344), partly due to the inclusion of a 
number of specialists in the "Other types of practice" classification in 


spree noes of Medical Specialists, 1942, Columbia University Press, New 
ork, 1942. 


6/ See section on general hospitals, Chapter XIV, for a description of 
these geographic districts. 


che ear St = The i Oe 
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the tabulation made from the latter, which are the figures employed in 
this study. The total number of physicians tabulated (25,720) does not 
agree exactly with the total in the Medical Directory of New York (25,780), 
possibly due to a few omissions, or to the elimination of duplicates in 
the process of tabulating. A majority of the State’s 2,000 internes and 
sesiasntat! do not appear in the Medical Directory of New York, although 
they contribute in good measure toward the care of patients. On the other 
hand, the number of physicians is diminished by a proportion who are re- 
tired or otherwise not in active practice. This number is not known on 
the basis of Medical Directory of New York figures. In a study made by 
the State Department of Health in December 19ke, it was found that 7 per 
cent of physicians cutside of New York City fell in this classification, 
but the Health Department*s study covered many physicians not listed in 
the Directory. Thus, it is believed that the figures employed herein tend 
to represent quite accurately the number of physicians who are engaged in 
the care of patients, exclusive of internes, residents, teachers in the 
preclinical medical asiendes, etc. 

From Table 6 it appears that each district of New York State possesses 
sufficient physicians in total to provide medical care adequate according 
to the Lee-Jones standards. The New York City district has more than enough 
physicians, approximately 7,000 in excess. in the case of the latter, al- 
lowance should be made for the fact that New York City physicians serve 
many people who reside in New versey, Connecticut and other States, but 
even after a generous allowance is made there is a substantial surplus. 

In respect to specialists, the number qualified by the American Medical 
Specialties Boards is obviously insufficient. lf, however, there is in- 
cluded those who limit their practice to special branches of medicine and 
who are recognized as specialists under Workmen's Compensation, the number 
corresponds closely with the number needed for adequate care. 

Table 7 shows for each district the deficit or surplus in each cate- 
gory. Outside of the New York City district there is a significant deficit 
in the specialties of internal medicine, urology, and obstetrics and gyneco- 
logy. It is possible, however, that these deficits are more apparent than 
real, since they are types of practice which are not in great demand under 
Workmen's Compensation, and physicians limiting their practice to these 
branches of medicine may not have troubled to apply for certification. The 
apparent surplus in ophthalmologists is qualified by the fact that in es- 


7/ “Hospital Service in the United States", Journal of the American Medi-_ 
cal Association, 124:839, March 25, 1944. 
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Table 6: Distribution of Physicians in New York State by 
Location and Type of Practice, 1941, Compared with Number 

of Physicians Needed for Adequate Medical Care. 
Classificatinn Number 


ALBANY DISTRICT 


of physicians 


PRACTICING PHYSICIANS 
General practice 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecology 
Ear, nose & throat 
Surgery 
Urology 
Orthopedics 
Ophthalmology 

OTHER TYPES -OF PRACTICE 
Full-time c/ 

Certain specialists ad 

GRAND TOTAL 


PRACTICING PHYSICTANS . 
General’ practice 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecology 
Ear, nose & throat 
Sur gery 
Urology 
Orthopedics 
Ophthalmology 

OTHER TYPES OF PRACTICE 
Full-timec / 

Certain specialists a/ 

GRAND TOTAL —— 2503e 

ROCHESTER DISTRICT 


PRACTICING PHYSICIANS © 
General practice. 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecology 
Har, nose & throat 
Surgery 

Urology 

Orthopedics 

Ophthalmolo 


a ee i aeuicsines Beanies 
OTHER TYPES OF PRACTICE 
Full-time ¢ / os 
Certain specialists 4/ 33 


GRAND TOTAL peep rge er ae 
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Table 6 (continued). 


Classification Number Actual number 
of physicians needed ‘Diplomates Others a/ | 


SYRACUSE DISTRICT 


PRACTICING PHYSICIANS 
General practice 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecology 
Ear, nose & throat 
Surgery 
Urology 

Orthopedics 

Ophthalmology 

OTHER TYPES OF PRACTICE 
Full-time ¢/ 

Certain specialists d/ 


GRAND TOTAL 


PRACTICING PHYSICIANS 
General practice 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecology 
Ear, nose & throat 
Surgery 
Urology 
Orthopedics 

Ophthalmology 

OTHER TYPES OF PRACTICE 
Full-time c/ 

Certain specialists d 

GRAND TOTAL 


ENT IRE STATE 
2 


PRACTICING PHYSICIANS 
General practice 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecology 
Ear, nose & throat 
Surgery 
Urology 

Orthopedics 

Ophthalmology 

OTHER TYPES OF PRACTICE 
Full-time c/ 

Certain specialists d 
a/ Workmen's Compensation classification of physicians other ‘than diplo- 
mates. An individual: physician was counted only once, being assigned to 
the highest or most inclusive, classification. 

b/ Pediatricians. 

ce / Includes some specialists, administrators, residents, etc. 

a/ Anesthesiology, pathology, radiology, public health and industrial medi - 
cine. 


Note: For the State as a whole, the full time of 1300 persons, either oph- 
thalmologists or optometrists (30 hour week, 48 weeks per year), would 
provide the necessary refractions. 


BS 


timating the number needed, eye refraction was not included, If this ser- 
vice were to be performed entirely by ophthalmologists, a number greatly 
in excess of that shown would be needed. On the other hand, such deficit 
is cancelled if one takes into account the 1,620 registered optometrists 
in the State who are available to do refractions (see footnote to Table 6). 
These calculations are interpreted as showing that the number of 
physicians in New York State in normal times (1941) is sufficient from 
the standpoint of total number, geographic distribution and special quali- 
fications, to provide adequate medical care of the volume that would be 
anticipated if there were no economic barrier, As a check on these figures, 
reference was made to the recent studies of Ciocco and Altman.,— They es- 
timate the maximum working capacity of the average general practitioner 
to be between 125 and 160 patients weekly, and the number actually seen 
to average about 112. The average number of patients seen by specialists 
of all types was Of the same order. In the study described herein, a 
work-week of 30 hours exclusive of travel, etc. was employed, which, at 
an average per visit time of 17 minutes, would result in an average of 
106 patients weekly. On the basis of a 48 week year, the average physi- 
cian could see 5,088 patients. Applying this figure to the number of 
practicing physicians in a district and dividing beats population of that 
district yields the average potential number of physician-services per 


person per year, as shown in Table 8. 


Table 7. Surplus or Deficit of Physicians According to Location and Type 
of lac <i as Determined by Comparison with Estimated oe Needed 
for Adequate Médical Care. 


District 
Alb- | Buff-| Roch- phe = Sum of 
an. phe Pork. deficit 
2 + 91 ’ bes 


) 
Classification 
of physician 
General practice - 
Internal medicine 
Neuropsychiatry 
Obstetrics & gynecolog 
Har, nose & throat 
‘| Surgery | 
Urology 
| Orthopedics 
Ophthalmolog a/ 


Sum of 
surplus 


~, 


a Does not include ‘refractions. See text, and footnote to Table o. 


ASC 
; ratty Public Health Reports, 58:1329, Sept. 3, 1943, : <i 
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Table 8, Estimated Average Number of The figures in Table 8 are 
Services (Visits) per Person Per Year 
That Could be Given by New York State 
Practicing Physicians. a/ Ciocco and Altman, as shown in 


Gerera). All Table 9. The latter excludes 
District [practitioner | physicians = 
: 205 


Albany radiology, industrial medicine 


Buffalo 

Rochester 
Syracuse 
New York 
a Exclusive of internes and residents. 


to be compared with those of 


and surgery, clinical pathology 


and anesthesiology, as does Ta- 


ble 8. However, clinic service 
is excluded from the latter; 
if included, the figures would probably be about 3 to 5 per cent higher. 


Table 9. Estimated Annual Services Per Person Obtained By Private Phy- 
sicians (Adapted from Ciocco and Altman). 


District of |Balti-| Mary- a oer 
¥ General practitioners a ce ys 3.90 3.42 5 08 z. 53 t 
ncaa onptaena | 


a/ Male white general practitioners, Negro male, and Toante eat ciare: 


Type of practice 


The significant figures Wire al] physicians’. They tend to be high in 
Baltimore and the District of Columbia because many non-residents come to 
those localities for care. A reasonable figure for pervices per person 
per year would seem to lie between 5.0 and 5.5. It appears on the basis 
of these calculations also, that each district of New York State possesses -. 
sufficient physicians to supply ar bedequate volume of care. 

HOspital affiliation of physicians. It is considered desirable for 
all practicing physicia:s to be affiliated with a hospital in order that 
they may continue therein the care of patients begun outside of the hospi- 
tal, that both patient and physician may benefit from the special facili- 
ties for diagnosis, observation, consultation and treatment that the modern 
hospital affords, and that the physician may keep abreast of medical pro- 
gress through informal contacts with hospital staff members and through. 
regular meetings and conferences of the hospital staff. . 3 

Very few hospitals are open to any physician who wishes to practice 
therein. In 1943 there were, exclusive of maternity homes and institu- 
tions for nervous and menta! disease, only 55 general hospitals, containing 
3,500 beds (about 5 per cent of the State's total), which were under the 
management of individuals, partnerships or profit corporations, and some 


of which may be assumed to have been open to all physicians. The public 
and voluntary (church and non-profit association) hospitals, with few ex- 


ceptions have closed staffs; i.e., only physicians who have qualified in 


R75 

gome respect are entitled to practice in such hospitals. The matter of 
staff membership is somewhat confused by a further division into regular 
and courtesy staffs, the latter not being accorded equal privileges with 
regular staff members and not having a voice in determining professional 
policies within the hospital. 

There is much to be said in defense of the closed-staff system. The 
hospital has a moral responsibility to the public for the professional 
care rendered by its staff members, and a responsibility to the internes 
and nurses who obtain their training in the hospital. To discharge these 
responsibilities, the hospital must be able to select its staff members 
with regard to professional and teaching ability, and must be able to 
exert some control over them. Many hospitals prohibit their staff mem- 
bers from undertaking operations, certain complicated obstetrical pro-. 
cedures, etc., unless the physician is eminently qualified or unless the 
procedure is undertaken following consultation with or under the super- 
vision of a well-qualified physician. Also, difficult or instructive 
cases (e.g., obstetrical cases resulting fatally) are reviewed at regular 
conferences, material removed at operation or autopsy is studied, and 
new or improved methods of diagnosis and treatment are discussed. There 
is no doubt that the closed-staff system affords one of the most effec- 
tive methods of post-graduate medical education yet developed, and that 
it has done much to prevent needless surgery and obstetrical fatalities, 
and to elevate generally the quality of medical care. 

Against the closed-staff system it may be said that admission to the 
staff may be contingent on factors other than professional ability and 
conduct, and that it may deprive of instruction and guidance precisely 
those physicians who stand most in need of it. The problem is not one 
that is easy of solution, because present hospital staff organization is 
not prepared to embrace all physicians. Neither are all physicians who 
are not hospital staff members willing to shoulder the duties and re- 
Sponsibilities that go with the privileges of staff membership. The solu- 
tion, if any, would seem to lie in a regional federation of hospitals 
around teaching institutions, to bring in the institutions not now having 
regular staff organizations, and a broadening of the scope of staff mem- 
bership to include subsidiary grades. 


Table 10 shows the percentage of physicians holding medical staff 


appointments in voluntary, State and municipal hospitals, as of May Ls 
1941, as recorded in the Medical Directory of New York, 1941-he. 4/ 
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Table 10. Percentage of Physicians The figure of 54 per cent 
with Hospital Affiliations, New York : 
State, 1941. for New York City and vicin- 


iti Per cent ity is slightly higher than 
Total with hospi- 
District physicians tal affil- Spaeth (foat' Oke ae 
iation State, 57 per cent. 
New York 19,505 63.9 
New York City 16,580 63.9 
Manhattan 7,848 63.6 pani ets. 
Bronx 2,104 63.9 An estimate has been 
Brooklyn 4,700 65.1 
Queens 1,765 61.8 made of the number of den- 
Richmond 163 66.3 tists required to furnish 
Rest of district 2,925 63.9 
PSO nn HS ies. 1 eel ads OR eet Bb: FA ke ae: Soa e 
Albany T, 305 513 adequate dental care, em 
Buffalo 1,632 ot ee ploying the Lee-Jones 
Syracuse 1,862 59.7 1/ 
tnhacter 1,356 57.9 Study— data described 
State 255120 62..¢ previously. 


EO geese RENIN Lace eI ETc fa aM I aaa Ince Se 
Volume of service re- 


quired. The expectancy of dental disease is based upon 17 studies, from 
which most probable rates were derived for various age groups. Partly be- 
cause of its expensive nature and partly because it does not cause marked 
disability, there has been allcwed to accumulate over a period of years a 
great reservoir of dental defects. The volume of service calculated does 
not cover the accumulated dental defects, but simply aims to deal with the 
average annual incidence of dental decay, etc., in addition to providing 
prophylactic service currently. Because it would obviously be impossible 
immediately to furnish persons of all ages with adequate dental service, 
estimates have been made for various age groups and for certain types of 
service, such as extractions, which might be feasible of inclusion in a 
general medical care program. On the supposition that many cases which 
now require orthodontia as the result of malocclusion due to premature 
loss of teeth would escape such need if given adequate dental care in earli- 
er years, the expected incidence of orthodontic treatment is low. Adequate 
dental care is also expected to somewhat reduce the need for extensive fill- 
ings, extractions and complete or partial dentures. 

The standards of good dental care require, in addition to the treat- 
ment of dental disease, semi-annual visits to the dentist for prophylaxis, 
and the liberal use of x-rays for diagnosis. The services covered include 


oral prophylaxis, x-ray, fillings, extractions, crowning, bridges and den- 
tures, and treatment of gum conditions. 
The number of dentists needed to supply adequate dental care for all 


residents of the State would be 35,750, as shown in Table 11. This is more 
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Table ll. 


ra, 
09 
40 


Dentist-Hours and Dentists Needed for Adeauete care, New York State. 1 
Ventist-nours per verson per year 


tion Hours 
2a Total | (millions) |(millions) | Dentists a 
° 1.9 03 0 e099 - 


a/ It is assumed that each dentist would work 1500 chair and leboratory hours per year. 


Poola— ervice needed 


b/ A total of 3.6 hours for adults has been recommended in other studies, see Footnote ll. 


Table 12. Distribution of Dentists by 


County and District, New York State, 1941.9/ 


Albany 
Clinton 
Columbia 
Essex 
Frenklin 
Fulton 
Greene 
Henilton 
Montgomery 
Rensseleer 
Saretoga 
Schenectady 
Schoharie 
Warren 
Washi 


>ton 


Cattaraugus 
Cheuteucua 


Broone 
Cayuga 
Chenango 
Cortland 
Delaware 
Herkimer 
Jefferson 
Lewis 
Madison 
Oneida 
Onondaga 
Oswego 
Otsego 

St. Lawrence 
Tioga 
Tompkins 


EPC) 


Rockland 
Suffolk 
Sullivan 
Ulster 
Westchester 


ment of Education. 
10/ Ibid., 1942-43. 


Registered Dentists, Dental Schools and Dental Hygienists ,f 1941-4e, 


Table 13. Distribution of Dental Hygien- 

ists by County and District, New York 
State, 1942-3. 10 

| County | Nunber|{ County | Nunber | 


Rochester District Albany District 
Allegeny Alveny 18 


Chermng Clinton 4 
Genesee Columbia 5 
Livingston Essex 2 
Monroe Trenklin 6 
Ontario Fulton 3 
Orleans Greene 3 
Hemilton 2 

Montgonery 5 

Rensseleer 7 

Seratoge. 5 

Schenectady ce 

L || Schoharie 6 

Werren 1 


Buffalo District 
Cattareugus 
Chauteuque, 


BY ee eked, de 
Syracuse District 
Broone 
Cayuga 
Chenango 
Cortland 
Delaware 
Herkimer 
Jefferson 
Lewis 
Medison 
Oneida 
Onondage. 
Oswego 
Otseso 
St. Lawrence 
Tioga 
Tompkins 


7 
ew Yor: ate 


N oric 


ed 
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than three times the 10,839 dentists resident in New York State in 1941. 
Inasmuch as many dentists have the assistance of dental hygienists, the 
reduction in the number of dentists which could be brought about by the 
employment of dental hygienists for cleaning teeth and taking x-rays has 
been calculated. If dental hygienists did all«prophylactic work and took 
all x-rays, they might take the place of 14,300 dentists. If they took 
all the x-rays and did one-half of the cleaning of teeth, they might take 
the place of 9,900 dentists. The number of dentists and dental hygienists 
by county and district is shown in Tables 12 and 13. 

It is obvious that even with the utilization of dental hygienists, 
the present dental personnel is sufficient to implement only a very modest 
dental program, perhaps one beginning with children under 8 or 10 years of 
age. To supply complete dental care for children under 18, there would 
be required 8,000 dentists and, if emergency dental care only (gum treat- 
ments, extractions and partial x-rays incident to extractions) were added 
for persons over 18, an additional 6,400 dentists would be needed. The 
provision of complete dental care to children under 8 would probably re- 


quire the services of 1,200 or more dentists. 


Table 14. Practice Categories Among Dentists have not attained 


11/ 
70,417 Dentists, United States, 19h0. i oaak Wee mil eH ew beatae ce 
Percentage 
Type of practice dist#i bution tion corresponding to that of 
General practice only Pe 
General, with partial physicians. Although it may be 
specialization 33.9 assumed that dentists in New 
Oral surgery 19.4 
birthsaortt s DO York State would tend to a great- 
Pedodontia Ee er degree of specialization than 
Periodontia ed. 
Dehekhete nth 7.7 dentists throughout the country, 
Radiodontia 0.8 some indication of the special- 
Full time specialty Dud ‘ 
Oral surgery 1.9 ization in dentistry may be 
Orthodontia 145 gathered from the national fig- 
Pedodontia 0.3 a 
EY 0.2 ures shown in Table 1}. 
Prosthodontia 1.0 
Radiodontia Od. Optometrists 


Very little is known about 
the volume of service provided by optometrists. Although many of them 
work in the departments of stores, institutions, etc., and devote all of © 
their time to the examination of eyes and the fitting of glasses, a large 


“Dental Problems in Post-War Planning, russer, Journal oO e 
Faorican Dental Association, 32:991, August 195. Tone meh free 
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Table 15, Distribution of Registered Optom- number are observed to 
etrists by County and District, New York 


State, 1944 .12/ have individual places 


County Number County of business and to spend 
Rochester District Albany Digtrict i : 
Allegany 5 Albany 58 a part of their time in 
Chemung 10 Clinton 5 filling prescriptions for 
Genesee 4 Columbia 7 ; 
Livingston 5 Hewes 3 eye-glasses and provid 
Monroe 66 Franklin 7 ing other optical goods 
Ontario 11 Fulton 4 ica eat tit Sakeweee 
Orleans 3 Greene 3 
Schuyler 1 Hamilton ) 1,726 optometrists a 
Seneca y Montgomery £9 12 
Steuben 8 Rensselaer 15 tered. in the State, 
Wayne 10 Saratoga ii 1,620 reside in the 
Wyoming 3 Schenectady el ‘ 
Vets 3 Shhehabie Dy State in the counties 
Total Warren 8 and districts shown in 
Buffalo District Washington 10 
Cattaraugus To Total Table 15. As noted pre- 
Chautauqua LD Syracuse District viously, the utilization 
ae P, ab go vt of the services of o 
Niagara 13 Cayuga iz ° 3 P- 
Total Chenango 6 tometrists in a medical 
New York District Cortland 5 would we 
Bronx & New Delaware 6 CEES Pek Se, Nomen 
York Herkimer 9 to cancel the deficiency 
Dutchess Jefferson e) 
Kings Lewis 4 that would exist if eye 
Nassau Madison { examinations were made 
Orange Oneida 28 ; 
Batien Onondaga 43 only by physicians quali-—- 
Queens Oswego 4 fied by the American 
Richmond Otsego 14. 
Rockland St. Lawrence | 11 Boake 24, Utero snes? 
Suffolk Tioga ee a or under regulations 
Sullivan Tompkins af suki eek 
Ulster 180 S1m11& .@) ose em- 
Westchester ployed for Workmen's 
1,053 State L, O20 


Compensation. 


Nurses, except Visiting Nurses 
In no other profession is it more difficult to determine the potential 
supply of labor than in the nursing profession. Many young women who have 
trained for this profession abandon it after a short period because of 
marriage, aithough they may maintain their registration and work for short 
periods in response to appeals in time of war, or when their individual 
Other difficulties in judging 


the adequacy of the nursing force center around varying lengths of the 


127 Registered Optometrists, 1944-h6, The New York State Education Depart- 


ment, Albany. 


or general economic conditions dictate. 
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workday (8 hours or 12 hours), and varying degrees of utilization of stu-. 
dent nurses, practical nurses, nurses' aides, attendants and orderlies in 
different types of hospitals and among hospitals of the same type. 
Registered trained nurses. In the 1940 Census, 56,258 persons were 
listed as trained nurses and student nurses, of whom 53,597 were classified 


L 
as Le 2 It is estimated that of the latter number about 11,000 were 


14/ 


student nurses—’ and 42,000 were graduate nurses. Some indication of the 


brief periods ordinarily worked by graduate nurses is afforded by data on 
their earnings in 1939.23/ Assuming that those earning less than $100 were 
all student nurses, nearly one-half of the remainder, i.e., graduate nurses, 
earned less than $1,000, which suggests that they were employed for only 
a fraction of the year. 

In 1943, about 30,000 trained nurses and student nurese were employed 


by hospitals,as shown in Table 15. De- 

Table 16. Nurses Employed 
by Hospitals, New York State, spite the large number of trained nurses 

1943.14 employed by hospitals, the much larger 
number in the labor force, and the lib- 
eral use of auxiliary personnel, many 
hospitals report a shortage of nurses; 
in fact, a number of hos pital beds are 
not being utilized at present because 


of the lack of nurses. It is predicted 


that the current shortage will continue 
for several years, until additional nurses are trained or until economic 
conditions provide a stimulus to- many nurses to engage again in their pro- 
fession. 

Of the total nursing force, about 3,000 are trained nurses specially 
qualified for and limiting their duties to home visiting and related health 
instruction activities. Also, some 1,200-1,500 nurses are employed by 
industries for home visiting or duty in the plant, chiefly the latter. 

12,196 practical nurses and midwives (the latter very few in number) 
were listed in the 1940 Census. Of this number, 9,957 were classified as 
employed. In 1943, there were 3,161 practical nurses employed by hospitals, 


leaving possibly as many as 9,000 available for service in the home. 


Te) 16th Cénsus of the United States, 1940, Third Series, The Labor Force. 


a*/ "Hospital Service in the United States," Journal of the American Medi- 
cal Association, 124:839, March 25, 1944, oon eG 
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Table 17. Public Health Nurses in New York State, 1944, 
(Exclusive of Industrial Nurses) 
Present nurses 


Public 
Health b 


County VNA a/ department School¢/ Total 1:5000| 1:3500; 1:2000 
Albany pak 
Allegany 20 
Broome 83 
Cattaraugus 36 
Cayuga 33 
Chautauqua ) 62 
Chemung 6 37 
Chenango 5 18 
Clinton 4 27 
Columbia 6 21 
Cortland 4 5 17 
Delaware 5 8 45 
Dutchess 12 2h 60 
Erie 92 160 399 
Essex, 2 7 17 
Franklin i 3 9 2° 
Fulton 2 y, 10 oh 
Genesee 1. 3 9 22 
Greene O 5 6 14 
Hamilton O 1 1 S 
Herkimer 2 7 12 30 
Jefferson S 4 17 ho 
Lewis 0 i. 5 11 
Livingston @) 5 8 19 
Madison @) 6 8 20 
Monroe 81 219 
Montgomery 6 30 
Nassau 38 203 
Niagara 20 80 
Oneida Li 102 
Onondaga ho 148 
Ontario 3 28 
Orange 13 70 
Orleans 3 14 
Oswego 4 36 
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Present nurses »|” »~tandard, ratio of nurs- 
Public Res es to population 


Health b ss 
department |School—|Total |1:5000 


Otsego 
Putnam 
Rensselaer 
Rockland 
‘St.Lawrence 


Saratoga 
Schenectady 
Schoharie 
Schuyler 

Seneca 


Steuben - 
Suffolk 25 
Sullivan. 4 
Tioga . O 
Tompkins 6 


Ulster 
Warren 
Washington. 


fo 


ON 


Nae A. Star UN eed 


State 7534 1567 649 29794 Limigt sfyahae 6876 


Note: Part-time nurses are assigned $ value. 


a/ Close’ of 1944, or latest fiscal year. 

b/ Positions filled, December 31, 1944. 

c/ As of May 1, 194. | 

a. / Includes nurses employed by health departments but assigned chiefly to 
school work, estimated as follows: . Albany 4, Erie 45, Monroe 58, West- 
chester 4, New York City 310. | 

e/ 11 nurses covering Fulton and Montgomery counties as a unit. 

f/ Includes 2 nurses employed by county venereal disease control unit. 
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Visiting Nurses 

It is estimated that for general preventive and educational service, 
school health service, and a small amount of bedside nursing care there 
should be one public health visiting nurse for each 5,000 of population; 
to provide the services enumerated and complete bedside nursing care of 
the sick in the home, there should be one public health nurse for each 
2,000 of seadiatice Another standard that has been suggested as more 
immediately feasible is one nurse for each 3,500 of population. Table 17 
shows the number of visiting public health nurses in each of the subdivi- 
sions of the State who are employed by health departments, visiting nurse 
associations and schools. The table also shows the number that should be 
attained to meet the three standards mentioned above. If all types of 
nurses are included, the standard of one nurse to 5,000 of population is 
met in all but Cattaraugus, Clinton, Franklin, Orange, Orleans, Oswego 
and Tioga counties, and New York City. 31 counties and New York City 
fail to meet the standard of 1:3500, although the State as a whole out- 
side of New York City has a sufficient number. Only Putnam County meets 
the 1:2000 standard, although Westchester, Schenectady and a few other 
counties approach it. Many more nurses are needed if a standard is to be 
attained which will provide for adequate bedside nursing care of the sick 
in the home. 

School nursing service and the activities of public health nurses 
employed by health departments have previously been discussed. 

Non-official visiting nurse service. New York City and 40 counties 
are served by some type of non-official visiting nurse agency - see Table 
18 28 These may be voluntary nursing associations, insurance companies, 
Red Cross or other private organizations, and may provide maternity, nu- 
trition, child health, communicable disease, tuberculosis, orthopedic, 
adult health, industrial, medical and surgical nursing. Some agencies 
also operate clinics. Most of the agencies rent or lend various types 
of medical equipment (e.g., crutches, bed pans, hospital beds, etc.) to 
patients. With the exception of insurance companies, the nursing agencies 


Lt/ 


accept any patient requiring service. They charge fees varying from 


$1 to $1.50 for the first 45 minutes or hour of the visit, with special 
charges for deliveries ($5 generally), visits by appointment, physio- 


15/ Resolutions adopted by National Organization for Public Health Nurs- 


in in June 1944, Public Health Nursing 37:3, January, 1945. 

16 Obtained in survey of non-official visiting nurse organizations” by 
the Commission on Medical Care. 

it / However, many will not make a second visit unless a physician is in 
attendance. 
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therapy, eto 2 Patients who are judged by the nurse to be unable to pay 
are charged only a part of the fee, or nothing. Available dateno/ 22 o/. i, 
dicate an average of 50 per cent free patients,10 per cent part-pay, and 
40 per cent full-pay padiente 2 

During 1944, the 763 nurses of the 102 agencies (3 of them in New 
York City) made a total of 1.2 million visits, distributed as shown in 
Table 19. 98 per cent were home visits, the majority of them for bed 
patients (see Table 21.) The $1.0 million cost of service in flow York City, 
and $0.89 million cost for the rest of the State was met largely through 
private funds, such as community chest, endowment, special drives, etc., 
although a significant part of the rest of the cost was met by insurance 


companies and patients' fees (see Table 21). 


Table 21. Percentage Distribution of Table 22. Percentage Distribu- 
Visits, Cost of Service and Source of tion of Visits by Type, ae 
Revenue of Non-official "apes Nurse Selected Nursing Agencies - 
Agencies. Per cent 
New York jRest of} Entire of total 
Visits Communicable 
100 Maternity 
90 Antepartum 
LO Postpartum 
@) New-born 
Cost of service Health supervision 
Salaries Of O1 O5 Not seen 
Nurses 15 15 15 Others 
Other 13 6 10 
Maintenance 12 19 15 a/ 2f agencies contracting with 
Source of revenue i ' the Metropolitan Life Insurance 
Patient 12 15 1 Company to render nursing ser- 
Insurance vice to policyholders. 
company 19 25 22 iB 
Industry Tn 1 2 
Public funds 2 o}a 6 
Philanthropy| 63 48 56 


oe ae not | possible to use the data in Table 20 to arrive at comparable 


cost per visit estimates since many of the agencies carry on activities 


1o/ The insurance companies which issue contracts covering home nursing 
service often contract with visiting nurse agencies for service. The Met- 
ropolitan Life Insurance Company, for example, contracts with 41 agencies 
for service. Charge for treatment of policyholders is made to the company 
rather than to the patient. 

19/ Not all of the agencies were able to make these data available, 

20/ This ratio is not entirely indicative of inability of persons to pay 
for visiting nurse service. Through ignorance or prejudice many persons 
who are able to pay fail to use the service which they consider a charity 
~ gervice, because formerly: much of the work was done for the poor. 

-21/ Distribution of data presented in Table 19. 
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Table 1° 


None-official Visiting Nurce Organizations ‘n N 


a sania State, Number of Nurses and \»lume of 
Service in 1944.4 


Type. agenc 


Nurses rendgy 
ing pose. 0 


Visits 


VN Super- tudent 
Other a sors nurse | Other} Tota Othe 


See 553 025 


Albany 
Broome 
Cayuga 
Chautauqua 
Chemung 
Clinton 
Columbia 
Cortland 
Delewaree 
Dutchess 
Erie 
Franklin 
Fulton 
Genesee 
Herkimer 
Jefferson 
Monroe 
Montgomery 
Nassa 
Niagara 
Oneida 
Onondaga 
Ontario 
Orange 
Oswego 
Putnam 
Rensselaer 
Rockland 
ft. Lawrence 
Saratoga 
Schenectady 
Schuyler 
Seneca 
Steuben 
Suffolk 
Ulster 
Warren 
Wayne 
Westchestert/| 16 


rw 
Ww 


=) 
Wree!)!tneteewet tt 


BPNUFD IF WRI PREt tH 
mretrt_rtithret*_ noset_iewtt_ tr teRepwndtQetets 


; i 
PUR WR EEE RHEE OW PREP NN NEP NEN POP UWE RP RP BPP EP 
tReet; Prt tt ihn i PRR RPP OtrHHPI br tePpnpmtrpttteesp te 


eon fae aie) ee: ened Oi, Sees [oe Tie’ Sey eae [eae Veo Vie fame Wee oe ek Ye ee ce ee Oe ee eee ee eee ee ee oa ee ee 


OM RP OHPWNPEP IPR HEH Pr PiWwWiPPPnDns 


Visiting Nurse Association 

Red Cross 

Life insurance company 

For each part-time nurses, $ nurse is added, 
There is a visiting nurse employed by a private 
family at Lake Delaware. However it was not possi- 
ble to obtain any date on her activities, 

f£/ Estimated 

g/ The county assigns two county nurses to local 
V.N.A.'s, salaries of these nurses are paid by the 
county; these nurses, their services and cost of 


services are included in activities of official 


meceee 


eee ee ee 8 ee Ss 


GB 


— 
PE DDWUN 
aia 


FEY eH pHs = Puanu lh 


hentia 


Ww 
fo) 


i) 


PCC Vw ee a 


public ae nurses ner es Vv 

h/ The county assigns 44 nurses and fhe 
City of Yonkers, two nurses, to work for 
local VNA's. The number of nurses and cost 
of their services are included under acti- 
vities of official public health nurses in 
Chapter V However the visits made by 
these nurses are included in this table. 
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T xle?° Non-official Visiting Nurse Organizations re} ate York State, Cost of Visits and Sources of Funds 
a¢ 7 
ounty Cost of service 


sat 
Source of revenue 
‘Salaries | wainten= sar sts 
| Nurses | Other | ance Total Patient! Co. |Industry| Public | Other 


New LOrk ULUY 


USSR ICRI e ae TY S LOT LELAND LL OALEA ELLIE LI AL IONE BHI Be EE ES, 
| Total [$785,326 $130, 940|$1, 047,978] $124,821] $196,684 1$40,337 |$ 19,6931 3 652, 5981$1,034,133 


6st © 


nD 


Jefferson 
Monroe 
Montgom 
Pinna 
Niagara 
Oneida 
Onondaga 
Ontario 
Orange 
Oswego 
Putnam 
Rensselaer 
Rocklend 

St. Lawrence 
Saratoga 
Schenectady 
Schuyler 
Seneca 
Steuben 
Suffolk 


7,586 2 55 43 6 


: There is a visiting nurse employed by a private family at Lake Delaware. However it was not possible to 

obtain any data on her activities, 
The county assigns two county nurses to local VNA's salaries of these nurses are paid by the county; these 

nurses, their services, and cost of services are included in activities of official public health nurses in 

Chapter V 

c/ The county assigns 4 nurses and The City of Yonkers, two nurses, to work for local VNA's. The number of 

nurses and cost of their services are included under activities of official public health nurses in Chapter 

V However, the visits made by these nurses are included in this table. 
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other than home nursing; administration is not included in the costs of 
insurance company nursing, maintenance costs are not included for others, 
etc, However, average cost per visit data are available for e7 of the 
nursing agencies throughout the State which provide service to policy- 
holders of the Metropolitan Life. Insurance Sones ee In 1944, ) these 
agencies had an average cost per visit of $1.42 (minimum $1.04, maximum 
$1.86). The types of visits made by these agencies are shown in Table 
es 


22 A Communication from the Metropolitan Life Insurance Company. 


290 


CHAPTER XIV 
FACILITIES FOR MEDICAL CARE, CONTINUED 
(GENERAL HOSPITAL AND CLINIC FACILITIES) 


—~s . = - ’ 
~ -- ~ ~—- -~-- 


Volume of Service Required 
In determining the amount of hospital care that would be necessary 
for the "application of good current medical practice to all the people," 
use has been made of the Lee-Jones ben Pie? In Table 1, the Lee-Jones data 
have been adjusted to the 1940 age distribution in New York State. Hospi- 
talization for tuberculosis and mental disease (except minor mental dis- 


orders), and care of a custodial type, have been excluded. 


1/ 


Table 1. Hospitalization Required for Adequate Care, New York State .— 

Days care Cases ex- Days care 

required pected per per 1000 
Disease per 100 cases | 1000 pop. population 

Respiratory : 

Digestive 

Acute communicable 

Injuries 

Puerperal 

Venereal 

General 

Skin 

Female genital 

Ear and mastoid 

Wiiscles, bones & joints 

Kidneys and annexa 

Heart & arteries 

Eye a annexa 

Circulatory system 

Male genital 

Neuralgia, neuritis, etc. 

Neurasthenia, etc. 

Wervous & mental 


_ According to this rate derived from Lee -and Jones, for every 1,000 of 
population theré must be prow ded 1,236 days of hospital care to supply 
adequate diagnostic and curative service. Applying this rate to the New 
York State population, it is found that 17 million days of ed bien care 


would be needed. 


Volume of Service: Provided 
It is found that the héspitals of the State, other than tuberculosis, 


1/7 The Fundamentals of Good Medical Care, R. I. Lee and L. W. Jones, Publi- 


Gation No. 22, of the Committee | on the Costs of Medical ad University 
of Chicago Press, 1933. 
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mental, Feaoral=/ and departments of institutions, actually provided 18.1 
million days care in 1944, the latest year for which complete figures are 
available (18.0 million in 1943). This figure exceeds by 1 million days 
the amount considered adequate by the Lee-Jones Study, which was based 
upon good medical practice of the period around 1930. One factor may be 
that many non-residents come to New York, especially to New York City, for 
hospital care. It is difficult to estimate the extent of this practice, 
but it would probably account for at least 1 million days, so that 17 
million days would be the utilization rate for State residents. (It has 
been necessary in previous calculations, and is here necessary to assume 
that about 1 million persons living out of the State but adjacent to New 
York City, and perhaps working in New York City, would turn to the physi- 
cians, dentists, hospitals, etc. of that community for medical care). 

In 1930 there was provided 14 million days of care, in contrast with 
the 17 million needed. If it is assumed that there has been an upward 
trend in the need for hospital care from 1930 to 1944, corresponding ex- 
actly to the trend in care actually provided, the rate adjusted to 1944 
would require more than 22 million days. However, such an assumption does 
not seem justifiable. It would be expected that the amount of care actual- 
ly furnished would increase more rapidly than the amount of care needed 
: because, as additional facilities have been provideas/ and as the social 
welfare medical program has expanded, the two greatest barriers to hospi- 
talization, lack of facilities and inability to pay, have been largely 
removed. It is probable that the present extent of hospitalization ap- 
proximates very closely that which is needed. It therefore does not seem 
likely that there would be a greatly increased demand for general hospital 
care if the economic barrier were removed. 

Effect ofshospital insurance. It is commonly believed that enroll- 
ment under Blue Cross plans increases the demand for hospital care. Table 
2 shows the hospital days per 1,000 persons of all ages and sexes covered 
by Blue Cross plans in New York State in 19h3.2/ Only 12.1 million days 
would! ke required if the entire State population used hospitals at the 


2/ Veterans' general hospitals in New York State provided 735,840 days 


care to residents and non-residents in 1944. The average stay was in ex- 
cess of 50 days. This and other types of Federal care have been excluded 
from these calculations because they are national rather than a State or 
local responsibility. : 

3/ ea Federal "general" hospital beds increased from 41,900 in 1930 to 
67,164 in 1944, ' 


4 /” These and subsequent data referring to Blue Cross plans are taken from 
Experience of Blue Cross Hospital tal Service Plans, 1] 1943, Hospital Service 


Plan Commission, American HK Hospital Association, Chicago. 


' 
‘9 


| j Bee p92, 


|. Table 2, Hospital Days That Would Be Required nea York State, 
v4 | According to ‘Blue Cross Experience.+* : 

| Blue Cross plan “| Population »|~ Expected days 
é area : hospitaliza- 


'New York 
Rochester 


| “| Syracuse ; ; ; : 


Buffalo {| 1,238,931 Js, OOD) MBE 1024 | 
Albany 755,103 102,286. lh 
Geneva 4, 146 85,673 
Jamestown 122,627 69,518 | 
Watertown 83,176 68, 204 

‘Utica : / 695, 198 570,052 

Total | Lois) oll Ea ges Tup © \ par ag eee eget) 


a/ Figure not avai able; Watertown rate employed. 


same rate as the persons covered by Blue Cross plans. The reasons for this 
difference may be that the Blue Cross group is select, because usually at 
least one person in the family covered by the contract is employed and has 
a financial incentive to work rather than to enter a hospital. Further, 
many employed persons have passed}pre-employment physical examinations 

and have been found fit. Also, the Blue Cross group is economically well- 
favored, being able to pay premiums and supposedly being in a position to 
afford the privately purchased preventive medical services and to enjoy 
the relatively high standard of living which are associated with low dis- 
ease rates. 

On the other hand, because of its superior economic status the Blue 
Cross group, which in New York State is covered almost wholly by semi- 
private contracts, might be expected to use more hospitalization than 
poorer (i.e., ward-plan) groups because of luxury demand. However, Table 


3, which is based upon the experience of plans (all out-of-State) where 


Table 3. Hospital Utilization a/ Under Blue Cross Plans,According to 


Type of Coverage 4 / 


Admissions per Days care per Average \ 
Type of 1,000 persons 1,000 persons length of stay | 


contract | Ward Semi -priv 


One person | 8 95 153 1,039 9.1 
Two persons | 87 120 776 1,010 9.66 
Family 97 517 637 6.61 


76 
eee Vt 100... | ee ee te 


a/ Figures are medians. 


both ward and semi-private contracts are written by the same plans, indi-. 
cates that poorer insured persons use less hospital care than the relative- 
ly well-to-do, not because they stay in the hospital a shorter time, but 


because they, enter the hospital less frequently. Two reasons are suggested 


é 
t ; 
aad arta t 
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for this difference, First, the poorer group is not anxious to be hospi- 


talized, either because the wage earner would lose time from work, or be- 
cause there would be inability to pay for the services of someone to car- 
ry on at home if the wife or mother were hospitalized. However, this 


does not seem to have been truce, because even the children under ward 


contracts were admitted less frequently (ward 56, semi-private 76 per 


1000) . The second and more likely reason is the circumstances governing 
admissions. The semi- private patient has his own physician and it is pro- 
bable that the patient's wishes influence the ptysician in some degree to 
obtain admission. of his patient to the hospital. In the case of the ward 
patient, it is usually the hospital staff rather than the private physi- 
cian who admits the patient, the decision being based more on need for 
hospital care than on the patient's wishes. it would seem likely that 
when a patient is able to make his wishes felt to some extent through a 
physician whom he is paying, there is a greater hospital utilization than 
when hospital care is provided on the basis of need determined by a phy- ? 
sician not paid directly by the patient. 

Although it may be inferred from the growth of hospital facilities in 


: the State and the adequacy of the social welfare program that the present 


extent of hospitalization closely approximates that which is needed, to 
allow for some increase in utilization provision should be made for about 
20 million hospital days annually over a period of the next few years, 19 
million days for residents and 1 million days for non-residents. This 
figure probably is a maximum since, as mentioned previously, veterans 
hospitals will take up much of the increased demand of the future. To 
provide 20 million days care there wou id be required 68, 500 beds, utilized 
at an average capacity of 80: per cent. | 


Existing Facilities and Utilization 
Hospital districts. Patients tend to gravitate toward centers of 
population for hospital care, since it is there that hospitals offer more 
highly specialized facilities and it is in these centers that specialized 


physicians practice. Accordingly, the need for hospital facilities is 


more fairly appraised on the basis of districts about such centers than 
by individual counties. This is also generally true of physicians' ser- 
vices, dentists’ services, etc., and such districts have been employed 

in studies of other medical care facilities. from a study of districts 
in the State which have been established for State administrative  pur- 


~- 
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esos er marketing aoa? and from a general knowledge of lines of tra- 
vel, etc., the State was divided into 5 districts centering around Buffalo, 
Rochester, Syracuse, Albany and New York City (see Figure 1). Each of 
these cities is a center of hospitalization for the surrounding area and 
each contains one or more schools of medicine. Similar areas or districts 
differing slightly from those used in this study have been suggested by 
the State Health Preparedness Commission (Figure 2), and the United States 
Public Health Service (Figure 2), as a basis for the regional development 
of an integrated system of hospital and related facilities. 

| The population of the - 


Table 4. a ee Districts, Sidivicts ompiGwee ta this 
Population@ 
3 , 509 | 939,999 


study is shown in Table 4. 
In some cases the 1944 fi- 


District 
Albany 


Buffalo 1 ea 719 1,221,629 gures have been used, and 
Rochester 941,847 "945,671 ; 
Sevachas 1, 324,922 1, 337,233 in others the 1945 figures, 
New York 9,109,045 9,3154358 depending upon when the 


13,759,449 


a/ From reports of the New York State De- 
partment of Health. Number and type of 


beds. The State has 67,164 general hospital beds distributed as shown in 


calculations were made. 


Table 5, which also shows the average census and annual admissions. This 
number is 4.88 beds per 1,000 population (or, if 1 million is added to the 
State's population to correct for the use of hospital facilities by non- 
residents, the figure is 4.55 beds per 1,000 population). The various 
types of hospitals, with the total number of beds, are shown in Table 6 
for the districts of the State. In a distribution of hospitals according 
to bed capacity, it is found that 20 per cent of the hospitals have a capa- 
city of less than 25 beds and nearly 60 per cent are smaller than 100 beds. 
Only 28 per cent possess as many as 150 beds, which is about the minimum 
for efficiency and economy of operation. 

Complete data were not obtained in respect to a division between pri- 
vate rooms (i.e., rooms with only 1 bed), and other less private facili- 
ties. The distinction between private, semi-private and .ward hospital beds 
depends upon two variables: the number: of beds in the room, and whether 
a private physician or a staff physician is in attendance. Thus it is pos- 


sible for two patients to occupy the same 2-bed room, of whom one is a 


5/ Public Health, SOcial Welfare, Labor, Mental Hygiene, Conservation, 


Public Works, Taxation and Finance, Tuberculosis Hospitals, etc. 
6/ Marketing Map of New York, Marketing Division, Hearst Magazine, Inc., 
New York, 1942. : 
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Table 5. General Hospitals of New York State, 1944, by County and District. Based 
on Data from American Medical Association, State Departments of Health and Social 
Welfare, and Commission Studies. Includes Maternity Homes and Convalescent Hospitals. 
Excludes Federal, Tuberculosia and Mental Hospitals, and Department of Institutions. 


County Hospitals Number Average 
of beds census 
bany 6 


8 
2 


iTbany District 


Clinton 
Columbia 
Essex 
‘Franklin 
Fulton 
Greene 
Hamilton 
Montgomery 
Rensselaer 
Saratoga 
Schenectady 
Schoharie 
Warren 
Washington 


FRENMEWOANWORPPF ENN 
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Table 6. Aistribution of General Hospitals (Including Maternity 5 ee 
Beds, and Average Size, by District, New York State, 1944. 


Hospital District. 
data Kibany Buffalo New York | State 


Maternity hose exclusively 


Number of 


hospitals 0 10 4 22 
Number of 
hospital beds @) 23 142 Ohh 


Average beds 
2 36 11 


Average beds 
per hospital 


Number sef 
hospitals 


Number of 


hospitals 45 
Number of 

hospital beds} 3540 
Average beds 

per hospital 107 


All hospitals 


vet 
hospitals 38 45 83 ake 455 
Number of 


hospital beds 5000 4585 5884 ¥ 47,797 47,111 


Average beds 
per hospital 132 102 71 198 148 


ward (or staff) patient, and the other is a private patient. Where a 
room containing 2 or more beds is occupied by a patient who has his own 
private physician, he is usually termed a semi-private patient. However, 
in some hospitals a patient may occupy a bed in a room with many other 
patients (as in some of the Buffalo hospitals) and be termed a ward pa- 
tient although he has, and is paying, his own private physician. It is 
suggested that hospitals in the future make a more clear distinction, 
C.8-, private patient in single room, private patient in 2 or 4-bed room, 


private patient in room of more than 4 beds; staff patient in 2 or 4-bed 
room, s@eaff patient in room of’ more than 4 beds, etc. 


With the consent of the individual hospitals, the State and few York 


380 
City Health Departments made available data for a majority of the hospi- 


tals which provide care on a cost basis under the Federal Emergency Ma- 
ternity and Infant Care Program. Nearly all of these hospitals fall into 
the category of voluntary hospitals. For New York City, they represent 
somewhat more than one-half of the voluntary hospitals, and in the rest, 
of the State nearly all of the voluntary hospitals are covered. For the 
purposes of these calculations, it has been assumed that in the maternity 
homes and proprietary hospitals, nearly all of the facilities are l-bed 
rooms, while in the public hospitals nearly all of the facilities are 
rooms of 2 or more beds. Table 7 summarizes the data concerning bed cap- 
acity of rooms in hospitals for which these data were available. About 
one-fifth of the voluntary hospital beds are in private, 1-bed rooms, the 
percentage varying from 18.4 in suburban New York to 31.2 in the Rochester 
district. The percentage of hospital days according to bed capacity of 


the rooms corresponds closely to the types of room. 


Table 7. Beds and HOspital Days in "Voluntary" Hoopttaist! According to 
Bed Capacity of Room, New York State 


Per Per cent in rooms in Per cent in rooms Per cent in rooms 
One 2or Number One or 
3. 135 
7369 


ae 


: 
Bntire statel 225 [ttre Tae] 78.2 1 —sisge ert 89 


a/ Chiefly voluntary, see text. 


‘Ancillary services. The EMIC data were also analyzed in respect to the 
services included by general hospitals in their total service to patients 
in addition to bed and board, as shown in Table 8. Outside of New York 
City only a few of the larger hospitals (although with from 30 to 50 per 
cent of all beds) provide social service. In the Albany and Buffalo dis- 
tricts 21 and 15 per cent of the bed capacity does not include x-ray ser- 
vice, and in both the Albany and Rochester districts, 25 per cent of bed 
capacity does not include laboratory service. The failure to provide these 
extra services as a part of the general activities of the hospital is in 
some instances due to an insistence on the part of local physicians to 
keep such services in their own hands. It is, however, probably more 


closely related to the small size of many of the hospitals outside of New 
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| a : 
Table 8. Number and Percentage of "Voluntary" Hospitare®/ and Hospital 
Beds Providing Se Service 


Social service X-ray Laboratory 
District Beds itals Beds 
a 
Albany P 
Buffalo 
Rochester 
Syracuse 
New York 
City 
Remainder 
oe eR Co Se eee ere ae Re 


Per cent 


Albany 
Buffalo 
Rochester 
Syracuse 
New York 
City 
Remainder 


a/ Chiefly voluntary. 


York City, and indicates the need for regional affiliations of hospitals 
in order that the smaller ones may benefit from an integrated service ap- 
plying to all. This would seem to be equally true of consultation and 
other specialized professional services. 

Utilization data. As shown in Table 9, in the State as a whole about 


1 of every 11 persons is hospitalized in the course of a year. At any 


Table 9. General Hospital Utilization Data for Residents of 
New York State, 1944. 


Pex. 1 000 OF population Average 
District Beds sions fined year of stay 
Albany : : 1,140 Pee Pe 
Buffalo 1,201 12.4 
Rochester 1,286 1233 
Syracuse , 1,166 List 
New YOrk— 1,242 14.4 
State& 333 1,205 BEES: 


a/ Figures adjusted by adding 1 million to population base.3 
If no such adjustment is made, figures are: 


New_York 


eee a TC 


given time, one of every 300 persons is confined to a general hospital. 
The average length of stay per case is from 12 to 14 days, and the aver- 
age hospital utilization per person per year is about 1.2 or 1.3 days. 

87 Adjustment differs slightly from earlier method of deducting 1 million 
days care as being for-non-residents. This adjustment deducts 1 million 


from the population figures for New York City and the entire State, to: per- 
mit calculation of admission rates. . 


Ve 
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Whether or not an ad's unenene is made for hospitalization of non-resi- 


dents, as indicated in Table 9, the outstanding differences between the 


districts are an admission rate significantly above average in the Roch- 


ester district, and an average length of stay significantly above average 


in the New York City district. 
1,000 population (i 


If it is assumed that the 1,235 days per 
e.,about 17 million days for the State) calculated 


from the Lee-Jones data represents adequate care, it is found, as shown 


in Table 10, that only the Rochester and New York City districts now pro- 


Table 10. Estimated Adequacy 
of Hospital Care, by District. 


Per cent 
District adequacy 


Albany 
Buffalo 
Rochester 
Syracuse 
New york! 


a, Adjusted figures, see Table 9. 


vide an adequate amount of hospital 
care. 

Deficiencies in hospital beds. 
Table 11 shows for each county and 
district the existing number of beds 
and the number needed if there is to 
be provided 1.24 days hospital care 
per person per year (17 million days 
for residents of the State), and 


1.38 days per person per year (19 million days for residents of the State), 


and the respective deficiencies. 


Table 12. Additional Hospital 
Beds Needed for Adequate Care. 


Standard, 
District oars per person 
ae ae 


Albany 
Buffalo 
Rochester 
Syrecuee . / 
New york= 


a/ Adjusted figures, see Table 9. 


Most of the counties show deficits, but 


these are largely cancelled by sur- 
pluses in heavily populated areas . 
Table 12 summarizes the need for ad- 
ditional beds, according to the 
standards employed. According to 

the present standard of 1.24 days 

per person, only the Albany district | 
needs additional beds. 


there is employed the higher standard 


However, if 


of 1.38 days per person, such as 


might be expected if the economic barrier to hospitalization were largely 


removed, a minimum of 1,800 additional beds would be needed. 


Perhaps this 


figure would be greater if an attempt were made to correct maldistribu- 


tions that may exist within the districts defined. 


The answer to this 


question would seem to be within the province of the New York State Post- 


War Public Works Planning Commission, which is undertaking a comprehensive 


study of hospital facilities (see section on Federal aid for hospital con- 


struction, this chapter). 


Up to this point it has been assumed that existing hospital facili- 
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ties will be occupied at an average of 80 per cent of capacity. That this 
average is not uniformly maintained among hospitals is illustrated in Ta- 
ble 13, which shows the percentage distribution of hospitals within the 
several districts, according to average occupancy rates. The distributions 
are roughly similar for all districts. It is noted that although 30 per 
cent of hospitals are crowded in the sense that they are occupied at more 
than the 80 per cent average capacity considered to be the maximum con- 
sistent with good care, 40 per cent have an average occupancy of less than 


60 per cent and thus are not being used to full advantage. 


Table 13. Percentage Distribution of Hospitals by Annual Average Occu- 
pancy Rate a to Hospital Districts, New York State, 1944. 


Percentage Entire 
occupancy ae Rochester Spree Atbeey New York ee 


100 & over 


90-99 ey 
80-89 26.7 
70-79 oh. 4 
60-69 6.7 
20-59 17.8 
4o-kg hd 
Under 40 5.9 

0.0 


The factors underlying the uneven occupancy rates undoubtedly in- 


clude: unfavorable location, some decrease in the use of public hospitals 
during the current period of economic prosperity (although study shows this 
factor is not as important as might be assumed), and a growing demand for 
semi-private rather than ward accommodations, which may be attributed to 
the recently increased purchasing power and the growth of hospitalization 
insurance. Also, there is probably a fashion in hospitals as in other 
things, patients tending to prefer the newer, better equipped hospitals 

and those associated with the more renowned or fashionable physicians. 

A more uniform utilization might be brought about in several ways. 
First, remodeling or new construction should be undertaken to meet the 
demand for private and semi-private beds rather than wards. Second, some 
municipalities which are maintaining isolation or other hospitals that 
operate far below an efficient capacity might sell or lease them to, or 
contract to have service provided by, non-profit organizations whose spon- 
sorship will remove the stigma of charity and inferior service that many 
public hospitals now bear (sometimes justly and sometimes unjustly). Third, 
the voluntary affiliation of certain of the smaller hospitals with larger 
ones, or the outright acquisition of the former by the latter, would re- 


sult in better staff work and better professional service in the small 
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hospitals, which would make them more attractive to patients. 


On the 


whole, New York State's hospital facilities are sufficient to meet the 


present needs of the people, but certain quantitative and qualitative 


maldistributions should be corrected during the next few years. 


The pro- 


posed system of Federal aid for hospital construction which is described 


in a subsequent section, should be of material assistance. 


The cost of hospital service. 


In Chapter IX the per diem cost of 


hospital service in 1942 was found to be $5.62 for public and $7.61 for 


Cost of Care 
New York 


Table 14. Average Per Die 
in "Voluntary" Hospitals, 
State, 1945¢/. 


ee 
District patients 


Albany pO. 
Buffalo 22 
Rochester 
Syracuse 
New York 
City 
Remainder 


Entire State 


State,excluding 

New York City 
a/ See Footnote, Table 7. 
b/ Added cost of out-patient service, on 
basis of in-patient days. 
ce/ Care of new-born infants included in 


gross per diem. 


O21 


private general hospitals 
of all types, and $5.69 
for public and $7.89 for 
private general hospitals 
exclusive of orthopedic, 
isolation and similar types. 
1945 figures obtained in 
the study of EMIC hospital 
data, are presented in 
Table 14, 

The 1945 figure cor- 
responding to $7.89 in 
1942 is $8.57, an increase 
of 8.5 per cent. In con- 
sidering the cost of hospi- 


tal service it is necessary to separate out-patient from in-patient costs, 


as is done in Table 14, since the amount of out-patient service varies 


considerably, and is not properly chargeable to in-patients. 


The in- 


patient costs vary considerably, from $6.65 in the Syracuse District to 


$8.58 in New York City, with a State average of $7.90. 


The variation may 


be related in part to different content of service, e.g., the New York 


City hospitals were shown in Table 8 to have included more than the aver- 


age amount of social service, x-ray and laboratory service. 


Basic dif- 


ferences in the costs of labor and supplies probably account for most of 


the remaining differences. 


The differences in per diem costs among hospitals are even more 


striking than the differences between districts. 


Table 15 shows the per- 


centage distribution of hospitals according to gross per diem rate and the 


rate after adjustment is made for type of beds, as described in the next 


paragraph. The great variation from the average, which is present within 
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Table 15. Distribution of Selected the districts as well as in the 
Hospitals by Per Diem In-Patient 


Cost, 1945. State as a whole, no doubt reflects 


many factors - efficiency and 
economy of operation, services 
offered, cost of equipment, etc. 
The gross per diem rates re- 
present total costs, including 


the operation of the most luxuri- 


HEED 
MMM FOr ANS OWN 
OF Fro N'Or FO Aa 


ous accommodations. In deriving 


a rate for payment to hospitals 


2 
6. 
6 
T. 
8. 
9 
9. 


10.50-11.24 
11.25-11.99 
12 or more 


under the EMIC program, costs are 
adjusted on the basis of the for- 


mula shown in Table 16. For ex- 


ample, if a hospital-'s gross per- 


Table 15. Calculation of Per Diem diem in-patient cost were $8.00, 


Cost Under EMIC2 and 79 per cent of patient days 


ee ee ee ee ar OF were in rooms with two or more 
Hays in rooms with] total per diem 
P or more beds cost allowed beds, the rate of payment to the 


an of hospital would be 90 per cent of 
ap 2 98 $8.00, or a rate of $7.20 In 
soi a: addition, there is a ceiling of 
90-89 95 $8.25 on payments (except in the 
ex 3 case of teaching hospitals, where 
ah -83 22 the ceiling is $9.00) 

80-79 90 

78-77 89 

76-75 88 

74-73 87 

72-71 ) 


70 or less 


Federal Aid for Hospital Construction 

It has been pointed out that although New York State may have an ade- 
quate number of hospital beds, they may not be properly placed and many 
of the existing hospital facilities are in need of replacement or improve- 
ment. During the 1930s and during the war years, both new construction 
and hospital maintenance were greatly retarded. In addition, many com- 
munities do not have sufficient resources, public or private, to meet the 
cost of hospital construction. 
9/ EMIC Memorandum No. 3. 
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In recognition of a similar situation throughout the country,there was 
introduced in Congress the Hi1l-Burton Hospital Survey and Construction 
Bill, S. 191, which after lengthy hearings and amendment was passed in 
the Senate December 11, 1945 and is now pending before the Committee on 
Interstate and Foreign Commerce in the House. The bill has-received 
wide support, including that of the American Medical Association and all 


of the hospital associations. Concerning the bill, Senator Lister Hill 
has stated: 10/ “ 

Nongovernmental hospitals ordinarily can look to no source of 
public aid in either construction or maintenance. Such hospitals in 
this country have always been built by private contributions - large 
and small. Large gifts from wealthy contributors have played an im- 
portant part. It has not been uncommon to see hospitals built as 
monuments to wealthy persons, often where not needed. Thus our pre- 
sent hospital pattern has developed with little systematic thought. 
Even these sources of construction funds have diminished in recent 
years. With changes in the economic structure of the country, large 
private contributions may become fewer and fewer. Rising costs of 
construction and equipment have now placed hospital costs beyond 
the reach of many communities. 

In brief summary, S. 191 proposes a program of Federal grants- 
in-aid for two purposes: 

1. To assist the States to ascertain their hospital and public 

health-facility needs through State-wide surveys and to develop 

State-wide programs for construction of those facilities needed 

to supplement existing facilities so as to serve all the people 

of the State, and 

2. To aid in the construction of those necessary facilities for 

public and voluntary nonprofit hospitals and for public health 

centers, which State and local resources can help build and can 
maintain, and which are in conformity with the approved State 
construction program and the standards for construction projects 
required under the bill. 
An appropriation of $5,000,000 is authorized for the survey and plan- 
ning features of the bill, and $75,000,000 for each of the five fis- 
cal years 1947 to 1951 for the construction program. 

The Federal administration of this program would be entrusted 
to the Surgeon General of the United States Public Health Service, 
Federal Security Agency, who would have the assistance of a Federal 
Hospital Council. This Council, consisting of the Surgeon General 
and eight members appointed by the Federal Security Administrator, 
representing both producers and consumers of hospital and health ser- 
vices, would share responsibility with the Surgeon General in the 
framing of general regulations establishing standards for State con- 
struction plans. The Council would also constitute the appeals body, 
in the event a State agency requested a hearing following the Surgeon 
General's disapproval of a State construction plan. The Council's 
other functions would be advisory. 

It would be required that the State construction plan be admin- 
istered by a single State agency, in consultation with a State advis- 
ory council composed of representatives of nongovernment, as well as 


10/ Report of the Senate Committee on Education and Labor, Report No. O74, 


79th Congress, Ist Session, October 30, 1945. 
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government, groups concerned with the operation, construction, uti- 
lization, and need of hospitals and public health facilities. Dur- 
ing the period of survey, there would be the same requirements of a 
single State agency and of consultation with a State advisory coun- 
cil. 


Allotments to the States are on a statutory formula providing that 
the Federal percentage shall be such that the remaining non-Federal per- 
centage bears the same ratio to 50 per cent as the per capita income of 
the State bears to the national per capita income; the bill fixes a max- 
imum limit of 75 per cent and a minimum limit of 33.33 per cent on the 
Federal percentages. Also, the Federal funds allotted to each State must 
bear the same ratio to the total appropriation authorized as the product 
of its population and the square of its Federal percentage bears to the 
sum of the corresponding products for all States. It'is estimated that 
for New York State, this would mean a 33.33 per cent Federal appropriation 
amounting to $2,873,000, which would have to be matched by State, local or 
private funds in the amount of $5,746,000. If the hospitals of the State 
do not take advantage of all or a part of the Federal appropriation, the 
sum allotted will be held over for the succeeding year, but if it is not 
then taken up, it will revert to the general fund to be redistributed a- 
mong all of the States. It therefore behooves a State to be prompt in 
‘making the necessary surveys and administrative arrangements to permit 
these Federal funds to become available to private and State and local 
public hospitals. 

In no instance is the State required to contribute any State moneys 
to private or local public hospitals, although it must carry its share of 
the operating costs of the State surveying and administrative agency. The 
“bill guarantees local autonomy by specifically prohibiting Federal control 
or supervision over any hospital receiving funds under the measure. The 
State agency has the responsibility of deciding which of the applications 
made by hospitals are most worthy and needed to correct local deficiencies 
in hospital service, 

The Commission on Medical Care being vitally interested in the exten- 
sion and improvement of hospital facilities, the Chairman called a meeting 
on April 3, 1945, of representatives of this Commission, the Health Pre- 
paredness Commission, and the State Departments of Health, Mental Hygiene, 
and Social Welfare to make plans jointly so that New York State might ben- 
efit by the financial aid offered by the Hill-Burton bill. At the meeting 
it was agreed that a special State agency should be formed, preferably by 
executive action, to deal with this matter. On June 22, 1945, the Commis- 
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sion directed a resolution. to the Governor asking him to take steps to 
insure that New York State could immediately qualify for benefits if 
S.191 were eoncaeks The Governor subsequently designated the New York 
State Postwar Public Works Planning Commission to act under the guidance 
of a Joint Hospital Board composed of the Commissioners of Health, Men- 
tal Hygiene and Social Welfare, with the Chairman of the Health Prepar- 
edness Commission in an advisory capacity. 

The limitation of Federal participation to one-third may continue 
to make it difficult for some poor localities to raise the remaining 
two-thirds of the funds necessary. As the needs of the localities are 
periodically surveyed it may become apparent that the State Constitution 
should be amended (as in the case of public housing) to permit State 
loans or grants to public corporations for hospital construction. 

Licensure and Supervision 

The quality of care is an integral part of any medical care pro- 
gram. The quality of care provided by hospitals in New York State has 
undoubtedly been enhanced through the efforts of non-official bodies 
such as the American Medical Association, American Hospital Association 
and the American College of Surgeons. Equally or more important are the 
activities of the hospital boards and staffs themselves. These are all 
voluntary, non-official undertakings, however, and do not affect a num- 
ber of hospitals which may be heedless of and in need of improvement in 
quality. ie 

To guarantee good standards in all hospitals, some element of com- 
pulsion seems necessary. In a degres, supervision is exercised by the 
State Department of Social Welfare under the authority of Article XVII 
of the State Constitution. However, the authority of the State Depart- 
ment of Social Welfare is deficient in scope, owing to the fact that hos- 
pitals mist be in receipt of public funds to come under its jurisdiction. 
Certain general and special hospitals and numerous convalescent and nurs- 
ing homes are subject to little, if any, regulation. Further, the organ- 
ization of the State Department of Social Welfare does not at present 
provide for medical supervision of these medical institutions, nor is 
provision made for representation of such interests as physicians, nurses 
and hospital directors on a policy-making, quasi-legislative or advisory 
board dealing with hospital regulation. 

Hospital and dispensary licensure law. The American Hospital Assoc- 
lation has suggested that States adopt a system of licensing and super- 


vision of hospitals, and it would seem desirable to include clinics and 
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dispensaries as well. A model law based upon one prepared by the Ameri- 
can Hospital Association. and modified as has seemed necessary by present 
New York State laws and legislative and administrative patterns, follows. 
The proposed act omits definition of the necessary. policy-making or ad- 
visory body since the exact composition and function of such body would 
depend upon the nature of the agency responsible for administering the 
act. 


AN ACT regulating hospitals, infirmaries, sanatoria, maternity 
homes, nursing homes, convalescent homes, dispensaries, clinics, out- 
patient departments, and related institutions, and amending certain 
provisions of the social welfare law, the membership corporations law 
and the penal law. 


1. Short title. This chapter shall be known as the hospital and dis- 

pensary law. 

2. Definitions. When used in this chapter unless otherwise expressly 

stated or unless the context or subject matter requires a different in- 

terpretation 

1. Hospital means any hospital, infirmary, sanatorium, maternity 
home, convalescent home and other related institution conducted 
in or by an institution, place, building or agency, whether in- 
corporated or unincorporated, except the state departments of 
health, mental hygiene, correction, social welfare and education, 
or an institution subject to the jurisdiction of the state de- 
partment of mental hygiene, into which any person not related to 
the proprietor or person in charge by blood or marriage is re- 
ceived for maintenance and care of any illness, injury or con-_ 
dition relating to pregnancy, provided, however, that this defi- 
nition shall not apply to hotels, lodging houses or other simi- 
lar places that furnish only board or room, or either, to their 
guests. | 
2. Clinic means any clinic, dispensary, hospital out-patient depart- 

“ment or other related institution conducted by any institution, 
association, partnership or agency, whether incorporated or un- 
incorporated, except the state departments of health, mental hy- 
giene, correction, social welfare and education, whose purpose it 
is to furnish to persons non-resident therein medical, surgical 
or dental advice or treatment, provided, however, that this defi- 
nition shall not apply to any individual engaged in the practice 
of medicine or dentistry as defined by law. 


3. Department means the ..... 
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4, Commissioner means the commissioner of the state .. 
5. Hospital director means the proprietor or chief executive offi- 
cer of any hospital as defined above. 
6, Clinic director means the chief executive officer of any clinic 
as defined above. 

7. Municipality means any town, incorporated village, special or 
consolidated health district, city or county of this state. 

3. License required. No hospital or clinic shall enter upon the 

execution, or continue the prosecution of its purpose unless licensed 

by the department as provided herein. 

4, Application for license. 

1, An application in writing for a license shall be made annually 
by the hospital director or clinic director to the department in 
the form and manner prescribed by it. There shall be attached 
to the application a statement, verified by oath of the appli- 
cant, containing such facts as the department may require. 

2. The commissioner of ..... or his authorized representative may 
take investigations and inquiries, and hold hearings for the pur- 
pose of obtaining such additional information as may in the judg- 
mont ‘of the i668 be necessary for consideration of the applica- 
tion. 

5. License fee. An application for a license shall be accompanied by 

a fee of the amount set forth below, provided, however, that no fee 

shall be required of a hospital or clinic owned and operated by a mun- 
icipality. 

1. For a hospital of less than 50 beds, $25.00; more than 50 but 
less than 100 beds, $35.00; more than 100 but less than 200 beds, 
$50.00; more than 200 beds, $75.00 

2, For aclinic, $25.00 

3. Fees shall be payable to the department ...... All sums real- 
ized therefrom shall be deposited with the state treasurer in 
the general fund of the state. 

6. Issuance of license. 

1. If in the judgment of the ..... the application filed, and other 
evidence submitted or obtained in relation to such application, 
indicate that the operations of & hospital or clinic will be for 
the public benefit, a license shall be issued to the hospital or 
Clinic applying therefor. 


2. No license shall be transferable or assignable. 
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7. Expiration of license. Licenses shall be issued for a period of 


not more than one year and shall expire December 31 of each year. 


8. Rules and regulations. 


pie 


The department shall establish and may alter and amend rules 
concerning records, buildings and equipment, personnel and 
standards of care which it finds to be necessary and’ in the pub- 
lic interest. 


. Such rules shall state the date upon which they take effect and 


shall have the force and effect of law if 

a. filed as a public record in the offices of the department 
b. filed in the office of the department of state, and 

c., sent to the hospitals and clinics affected thereby, and 

d. published in such manner as the department shall determine 


or as otherwise provided by law. 


. Any hospital or clinic aggrieved by such rules ‘shall have the 


right, upon establishing interest, to appeal to a court of com- 


petent jurisdiction for review as to the reasonableness thereof. 


9. Visitation, inspection and supervision. 


2 is 


The commissioner shall from time to time visit ‘and inspect, and 
maintain general supervision of licensed hospitals and clinics, 
He may examine all matters in relation to said hospitals and 
clinics and ascertain how far they are conducted in compliance 


with the rules of the department. 


. Any member, officer or duly authorized employee of the depart- 


ment shall have full access to the grounds, buildings, pooks 
and papers relating to said hospitals and clinics, and may re- 
quire from the officers and persons in charge thereof any infor- 


mation he may deem necessary in the discharge of his duties. 


. No such officer or employee shall divulge or communicate to any 


person without the knowledge and consent of the department OF OF 
the commissioner any facts or information obtained pursuant to 
the provision of this act. 

Any officer or employee of said hospital or atinte who shall re- 
fuse to admit any member or officer or inspector of the depart- 
ment, for the purpose of inspection, or shall refuse or neglect 
to furnish the information required by the department or any of- 
ficer or inspector shall be guilty of a misdemeanor. 

Inspection reports shall be prepared on forms prescribed by the 


commissioner. One copy of the report shall be sent to the direc- 
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tor and one copy to the trustee, directors, or managers of the 
hospital or clinic which is the subject of the report. Inspec- 
tion reports shall set forth clearly any recommendations deemed 
necessary to secure full compliance with the rules of the depart- 
ment and the intent of this act. 
10. Construction. Prior to the construction or erection of any hos- 
pital or clinic, plans and specifications therefor shall be submitted 
in duplicate to the department. Within a period of 60 days after re- 
ceipt of such plans and specifications one set shall be returned to 
officers or managers or proprietor of said hospital or clinic, togeth- 
er with the recommendations, if any, of the department for such changes, 
alterations or additions as shall seem to the department to be wise 
and necessary, provided, however, that such recommendations shall be 
advisory only and shall not be binding upon the officers, managers or 
proprietor of said hospital or clinic. 
11. Orders of department. If it shall appear, after visitation and 
inspection that any hospital or clinic is being conducted in a manner 
prejudicial to the public health, safety and interest, the department 
may issue an order in the name of the people, directed to the proper 
officials or management of a licensed hospital or clinic, requiring 
remedy of the condition therein specified. Before such an order is 
issued, it must be approved by a justice of the supreme court, after 
such notice as he may prescribe and an opportunity to be heard. 
12. Revocation of licenses, 
1, After due notice to a hospital or clinic, and opportunity for 
. it to be heard, the department may, if the public interest de- 
mands, and for just and reasonable cause, revoke a license by 
an order signed and attested by the commissioner. Such order 
shall state the reason for revoking such license and shall take 
effect within such time after the service thereof upon the hos- 
pital or clinic as the department shall determine. 

2. If a license is revoked as provided herein, a new application 
for a license shall be considered by the department upon the 
submission of evidence which shall satisfy the department that 
issuance of a license will be in the public interest, 

13. Powers aiid duties of the commissioner. All of the administrative 
and executive powers and duties of the department conferred by this 


act shall be vested in the commissioner, who shall have the power to 
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delegate one or more deputies to act in his stead. 
14. Constitutionality. If any provisions of this act shall be held 
to be unconstitutional, such decision shall not effect the validity of 
the remainder of this act. 
15. Interpretation. Nothing herein shall be construed to diminish or 
impair the constitutional right of the State Department of Social Wel- 
fare to visit or inspect any charitable institution in receipt of pub- 
lic funds, — 

Clinics and Dispensaries 

In addition to the clinics and dispensaries operated by State and 
local health and education departments and the State Department of Men- 
tal Hygiene, which do not come under the supervision of the State Depart- 
ment of Social Welfare==/ there were 229 dispensaries under the supervi- 
sion of the State Department of Social Welfare in 1943, to which 1.2 mil- 
lion persons made 5.5 million visits. A marked decline in the volume of 
service has occured with the upturn in economic conditions, 1.9 million 
persons having made 10.2 million visits in 1939. A majority of these dis- 
pensaries are operated by hospitals .22/ 1943 data on the location of 
dispensaries by county and district, and clinic visits in that year are 
shown in Table 17. Dispensaries are situated almost entirely in the larg- 
er cities and the number of visits per 1,000 population is thus extremely 
variable among counties and districts. A majority of counties have no 
dispensaries. . 

Cost data. The figures available on costs are not very enlightening. 
From the study of EMIC hospital data, the average cost per visit was de- 
termined for the "voluntary" hospitals and is shown in Table 18, but from 
the individual reports it appeared that a majority of hospitals did not 
keep exact records of out-patient costs, The common practice was to as- 
sign a value of $1.50 per visit and to calculate the total out-patient 
cost by multiplying the number of visits by this figure. Where records 
appear to have been kept, the costs are extremely variable, probably be- 
cause in many instances the only out-patient services provided were x-ray 
examinations and similar expensive procedures. Also, the cost depends 
greatly upon whether any payment is made to physicians for services in the 


il/ Social Welfare Law, Article 9. Applies only to dispensaries furnish- 
ing services or supplies"...gratuitously or for a compensation determined 
without reference to the vaiue of the thing furnished..." 

12/ For detailed data on dispensaries, see Directory of Hospitals and Dis- 
pensaries,State Department of Social Welfare, Albany, and annual reports 
of the State Department of Social Welfare. 
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clinic. It is believed that such payment is rarely made in the hospitals 
covered by this study. The variations in clinic costs reported are shown 


in Table 19. 


Table 17. Location of Dispensaries Table 18. Number and Cost of 
and Service Rpnger ony New York State, Out - vitels.2/ New fork State, 19 
1943 13 Hospitals,—’ New York State, 1945 


housands | Cost per 
District bf visits visit 


. Clinic visits 
No. of Per 1000 
County Clinics | Number population. 


a District 


Albany 185 

Renssalaer : 73 

Saratoga 3 = 

Schenectady 2 15 5 
Washington 1 137 08 
A PR 


paste District 


Chautauqua 190 
Brie 2 2 173,751 23 
Niagara 1,678 


Total - ee: gee Rae pone 
ee District —— gl Distrib tion of "Vol- 
samen as aah pee ee mere 
es ‘ ; 
a Seo os York State, 1945. 


a/ See footnote, Table 7. 


Syracuse District 


O 
Cr 
ke 
i 
O 
Ne 
\O 
ee 
UI 
Ne) 


NV FAW FP EEwW OS 


\B-OO or more 
a/ See footnote, Table 7. 


Total | 173 [5,96e,"h1_| 5h 


Entire State 
Potal 229 15,407,270 67 
a/ Medical school in county. 


13/ Adapted from Public Social Services in 1944, State Department of 


Social Welfare, Albany. 
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STATE AND NATIONAL MEDICAL INSURANCE 


State and national systems of health insurance had their inception in 


1851, and their development has continued as a strong, steady social trend. 


At first the emphasis was upon the payment of cash benefits during periods 


of illness. This has continued to be a feature of the great majority of 


plans, but the provision of medical services has become more and more impor- 


tant. 


Also, in the beginning, the plans were chiefly for low-income workers, 


but they have steadily expanded in scope to offer first, coverage of depen- 


dents of such workers, and second, coverage on the basis of citizenship 


rather than employment status, in some of the more recently adopted or re- 


vised plans. 


Information concerning a majority of the plans in operation today 


has been taken from the Canadian report on health insurance = 


The authors 


point out that some of the information is incomplete or obsolete because 


of abnormal world conditions since 1939. 


Table 1. Date of Establishment and Cer- 
tain Characteristics of National Volun- 
tary Health Insurance Plansl 


Govern- 
ment 
subsid 


Country 


Belgium 
Spain 
Austria 
Sweden 
Union of 
South Africa 
Finland 
Iceland 
Uruguay 
Bolivia 
a/ Unknown, 
b/ Limited to localities or certain circun- 
stances. 


There are 9 countries which are 


classified as having nation- 
al voluntary health insur- 
ance plans, as shown in 
Table 1. However, only the 
Belgian and Swedish plans 
receive definite govern- 
mental subsidies which would 
serve to distinguish them 
from the voluntary medical 
care, hospitalization and 
mutual benefit organiza- 
tions in this country. In 
Belgium, the subsidy is to 


the voluntary societies, 


based on the membership and the amount of contributions received, and is 


usually about equal to that paid by the insured persons. 


In Sweden, there 


is an annual fixed subsidy based on membership, and a subsidy of about 50 


per cent of the amount of benefits paid out. 


The Province of Saskatchewan has an intermediate arrangement, a "muni- 


cipal doctor system", wherein a number of the rural localities make an 


annual grant or guarantee a certain income to a physician, in turn for 


1/ Health Insurance, Report of the Special Committee on Social Security, 


House of Commons, Ottowa, 1943. 
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which the indigent are entitled to medical care and all residents are en- 
titled to certain preventive services. 

Through 1942, some 33 countries had placed national compulsory health 
insurance plans in operation, as shown in Table 2. In addition, the Pro- 
vince of Alberta adopted a compulsory plan in 1935 which was not put into 
effect because of its relationship to a "Social Credit" plan which would 


Table 2. Date of Establishment of National and Wail Compe Tore Health 
Insurance Plans in Operation, 1942= 


Country [Country [Date | 
Germany Esthonia Netherlands |1925 
Austria Bulgaria France 
Hungary Czechoslovakia Brazil 
Luxembourg Portugal Denmark 
Norway Poland Peru 


Greece New Zealand 
Ecuador 


Venezuela 


Great Britain 
& No. Ireland|1911 
Eire 


Japan 
Latvia 


Switzerland Yugoslavia Costa Rica 
Russia Chile Panama 
Wi .D it Italy Mexico 


| Rumania Lithuania Rhode Island|1944 


provide an annual cash payment of $300 to every resident. In 1936 the 
British Columbia legislature passed a compulsory health insurance act 
which has not gone into effect 
..because cooperation of the medical profession could not be se-. 
cured. This opposition was owing chiefly to the decision of the 
Government not to include indigents in the scheme. It was also 
felt that the financial burden of putting the act into effect 
would be too great for the province to bear alone, and its adop- 


tion was held in abeyance in the hope that the Dominion might 1/ 
come to the assistance of the province by means of a subvention.— 


“In 1938 the Australian parliament passed a compulsory health insurance 
act which has not been put into operation owing, it is believed, to fail- 
ure to secure the cooperation of the medical profession. The Province of 
Ontario adopted a compulsory health insurance act in 1945, which has not 
yet been put into operation, probably because of the difficulties encoun- 
tered by municipalities in developing revenues in the absence of an anti- 
cipated Dominion subsidy. The Dominion of Canada, Argentina, Colombia 
and Paraguay are said to be seriously considering adoption of compulsory 
health insurance. 

In the United States, Rhode Island is the only State to have adopted 
conipul sory heaith insurance, although the Rhode Island plan is limited to 


cash sickness benefits for employed workers. However, for the country as 
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Table Ze Population Coverage Afforded by National Compulsory Health Insurance Plensz/ P 


OccuPraTIONsS Income Liwit DEPENDENTS 
CovEeRED FOR CovEeRED Ages whee al 
COUNTRY Wage E : Covered} Population 
(Manual P seer seo Others Wife | Children Covered 
Workers) 
Pa > i! se a Commerce | Commerce 
Industry Industry 
——— Minin, x 
ia a Agriculture 
Personal Personal 
Services Services 
TS 7 ee ere All All iT ea 
td at. aes eae reat All All No! 
CZECHOSLOVAKIA...... All All x 
DENDEARN 52055. 6.0 All? Al? x 
PS oe cod ote wraks oars bain All All No 
oo Gl 7 a ae ene ssousisy 
ining ining ; 
Navigation Navigation Optional 
Buildings Buildings 
FRANCE .| Industry Industry 
Commerce | Commerce x 
Agriculture | Agriculture 
All All a otional 
All All No 
All All 
All except 
agricultural All = 
ata scenes coaesvarn Industry 
— In some 
Agriculture — 
Seamen and only 
Airmen 
No 
All Optional 
All >.< 
All None 
None 
U 
All No 
x 
Trade union | Trade union 
members members 
RUMANIA...............] All except 
agricultural xX D4 
workers 
SWITZERLAND*......... 
JC (ees eye All All x 
TUGOSLAVIA........... All except 
agricultural All x 
workers 
1 Consideration now being given to extending scope to dependents. * Expected to be insured in her own right. 
? Either actively or passively insured. 6 Limit for receipt of cash benefits only. 
3 Limit for active insurance. * Considerable variation in sc 


a/ Ages covered refers only to requirement of payment of registration fee. 
%/ Figures added from supplementary data. 
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fable 4. Administrative Agency, Choice of Physician, and Method of Paying Practitioner 


under National Comoulsory Health Insurance Plens=, 
e650Neq0q<q0n0aeqo@=$q$SaaS SSS 


ADMINISTERED Meruop oF PayinG PRACTITIONERS 
Free 
was deus Directly Through of on Fee Per 
ate | Seba Basis | “Basia 

MOMMA ac ts ee eee ae Varies < 
BULGARIA: nena siarrar {icps dieccbs's sd 
Cees a Ae sia atthe ea Sih s. 0 4 4 + © 008% o.8 Vos No 
CZBOCROGLOVARIA (6.2255 6..5..505s. 2. 0 x No x 
PUTO Ss argy sits 5 Es as ga oc chs 56 BE x Yes x x 
BUSS) Ses COME A Dae ea Oa Re 
RON EMM MA Se SAE gs 5s spagh sco 'e lo aia HOM © a ooo x 
CU os ISG U igs hee ear re ere Sear Ree ee ROC Ee x Yes 
GETRNUADING fel sss ck clic cs leans oe x Yes x x 
AMA -BRIUAIN 0b 5.6.0 sew nreriedwe nets x Yes x 
RUE OM. SS ioe et oes or ee peed We 
PUNGAIRY cic. nse tain: be meewee as No 
PRAY eee is ee Pee ee x 
MORIN 90 shiv cniesn ead seo ogo ace oak eee x 
: STNG WA" 0. Pegi tei BUPA ee SE re Seay Pea eRe 7 x 
OTE SILDG, S00 2. Ruane lees | Pegs eel emma oes No 
DUAPMBURG ics os cree 6 See nae es te x 
NUR DEE PUAN DS cee eats au Soe beats Boa eae x. 
NEW ZEALAND). .8 esas Ode ise. oH Yes x x 
OWA shit cei anshuaprceree se eared ierniats x Yes x coe 
ED iicios' a seis as tea cumepiee Sua aw eee No 
POLAND 1 secs 20) 6 See eed AERC Cee No 
POR TUG AB er cus  . aere cr aia pen ee x 
TOE MEAN TA lov igrare Ss or erie ete ote x 
SYED Z Bu AD NED oc ccctnticswnosvioverratiere/eereiewmete x x 
ee Oe ke No ease: 
MUGUBMAV EAL Ts ora ccc ics boo. i ese tk No 


Underlined X means more usual procedure. 


Table 5. Benefits Provided uncer National Compulsory Health Insurance Planet/ e 


Maternity A in Provided 
COUNTRY 3 2 Ba Pring am a a 
i ag as Insured 
EE Ee 
pe a ae "30 weeks | 52 weeks | Optional _ 
mats. =. eee. ~ Sweeks | 38weeks| 
3S ERR “None | 52 weeks | Optional 
CZECHOSLOVAKIA a itm: |to |e eo 
MOMAWE §. 3522. 322... 6 weeks | 26weeks| X 
Me... i... ee... 
SOUMGNLA 200 A. rT None | 26 weeks | Optional 
SRANCE ... ..eeR Hc... ic: aR aera rg i pee 
Guiee................. ee RO eet oe 
or more 
GREAT BRITAIN........... "None | None | No 
GEMS. C0 AH... 
BUNGARY.--..2020.7...... “None | 52weeks| X 
ae Maaee Opeth 
SS Sa a ai "96 weeks | No 
eT ee ee ee mo te fle Po a ie eee. Opel 
See Soe gegen 26 weeks |For 13 weeks 
LUXEMBURG............... xX Xe ok | ee 
NETHERLANDS'............ 
NEW ZEALAND............. None 
MONNAN i... «0.2 ncss..- cet je 1 Shi: , O22) | shwesks x 
erohestsosccer ce. ct: 
ee Tx |x {| WNone | 30 weeks 
meermals, 
PERMA DOURpiwcwnwnewenmmeeeis None None x 
SWITZERLAND’............. 
it 7 | aes ea i Sa aa None None ».4 
TUGGAVIA............... 26 weeks i, 
Se ee ee Senne 8 ee ee ee. «Benefits vary according to the fund insured with. 


+ These are benefits i i kind for industrial workers. 7 Large number of schemes with rere benefits. 
‘Provision only for cash benefits but insured must belong to a voluntary Pi Feat granting benefits in kind. 
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Table 6. Sources of Revenues under National Compulsory Health Insurance Planet/ e 


CoNTRIBUTORS ConTRIBUTIONS 
beat 
Type Amount into 
COUNTRY Insured | Employer | State ————| Wage 
ba re Wane Total Insured Classes 
PN Uo 17 2 1°) 0 Oee eeeeie: Se 50% 50% No No 
BOTTA A er 33-1/3 33-1/3% | 33-1/3% x Yes 
ROT sc ten 24% 59% 17% x 8-1/2% of weekly 2% of weekly 
wage wage! 
CZECHOSLOVAKIA Ce re 50% 50% No x Yes 
1B D) eh OG 8 Go SR ee ee x No S38 Average weekly 
contribution is 
0.41 krone 
1) (1D RTM oe 2 ee AR aan 39% 39% 22%' 4d weekly No 
BS APA sous cokisy S:h Beare: ds. as 50% 50% No x 1% to 2% of wages| Varies 
PN ee rte Biel s Sa asacs 50% 50% iS) xX 8% of wages 4% of wages 
MOPAR AVEAIN YS occ e! pas aiig SI «ayes 0s 50% 50% No x Cannot exceed 
6% of wages 
GREAT BRITAIN.......... 43% 438% 14% 5-1/2d* No 
CO) TIS SG) CMRI ERS Se ea eae oe a aa ».4 x No 1.6% of mid-point Yes 
of wage class 
Leh I E74 oR Re aS AER Gr 50% 50% Ss Cannot exceed 6% Yes 
of wages 
Lg LS By AS Sian emia Yer Se 50% 50% x 3% of daily wage*® 
PIN SPN it es, RG Aaah 45% 45% 10% xX Cannot exceed 3% 
of wages No 
|b ig ane eae aetna ape te 37-1/2%| 37-1/2% | 25% be Cannot exgeed 2% 
of wages 
PATHUANTA oo ee Cannot exceed 3% 
33-1/3%| 33-1/38% | 33-1/8% x of mid-point of Yes 
wage class 
LUREMBURG «i. & 66 coca Cannot exceed 
66-2/3%| 33-1/3% iS) x 4.5% of normal 
wage 
NETHERLANDS............ 50% 50% No x 
NEW ZEALAND............ x x x £1 a year plus No 
5% of income 
INE CR cro. eee ee 60% 10% 20%' xX 
PER iccsinccendhs ony xeearegnneey Xx x s' ».¢ 
| 5,0) SY, BB IA ge 40% 60% ».¢ 6.5% of basic wage Yes 
LN GOP, TRIN RS dante aes oc x 
RUMANIA. eet os Cannot exceed 6% 
x xX 8 Xx of midpoint of Yes 
of wage class 
SWITAERLAND 2 EES OS A RM PTE =, 
LOPS TOO DRA are ait ob ete axe re 100% | No 
VUGOSLAVIA cides is ica a ey 50% No ne @ Yes 
' Covers all branches of social security. 4 Plus cost of — administration. 7 Commune pays 10% of cost 
2S — Sudsidy. ‘ Figures are for m * Equal to half the dada roe ol 


> Communes pay a large share of the costs. ¢ For land and sever  eremepeet workers. * Also cantonal subsidies, communal subsidies and employers’ subsidies. 
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a whole, and in a number of individual States - California, Rhode Island, 
Arkansas, Connecticut, West Virginia, Michigan, New Mexico and Wisconsin - 
plans for compulsory medical insurance are being studied or have been ser- 


iously proposed. 


Summary of Features of Existing Nationel Plans 


The varying coverage, benefits, administrative aid revenue provisions 
of a number of the national systems are summarized in Tati’es 3, 4, 5 and 
6. In addition, certain plans have been studied in detail by the Commis- 
sion staff. 


Great Britain 

Prior to 1911, Great Britain had a widespread system of voluntary 
health insurance through trade and fraternal societies offering to the 
working classes various types of insurance, including cash sickness and 
medical benefits. Competition between these societies led to a reduction 
of physicians' fees to permit lowered insurance rates. This resulted in 
substandard medical service and inadequately reimbursed physicians. To 
relieve this situation, and to safeguard the health of the workers, in 
1911 & compulsory health insurance system was established with the coop- 
eration of the British Medical Association. The original system is still 
in effect. 

Coverage. The British system provides limited medical service and 
cash sickness benefits to all manual workers and to low-income non-manual 
workers. The dependents of workers are not covered. The system covered 
18.1 million persons in 1936. 2/ A February 1944 estimate placed coverage 
in England and Wales at 21.0 et aton.2: 
Scotland increased to 2.2 million by that alin giving a total for 
Great Britain of 23.2 million for 1944. 

Before the wartime employment expansion, approximately 40 per cent 


It is estimated that coverage in 


of the total population and 80 per cent of the working population was cov- 
ered. In recent years, however, the proportion of persons covered has 
increased to 50 per cent. 

- Benefits and their provision. Statutory medical benefits include 


services of a general medical practitioner in office or home, and certain 


2/ Social: Insurance and Allied Services ("The Beveridge Report"), Sir Wil- 


liam Beveridge, Macmillan Company, New York, 192. 

3/ A.National Health Service ("The White Paper" )- British Ministry. of Health 
and Department of Health for Scotland, Macmillan Company, New York, 1944. 

4 / By applying to Scotland the same percentage increase as cist in 
England and Wales. 
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prescribed drugs and appliances. Specialist, maternity, and hospital ser- 
vices are excluded. 

Medical service is provided through a local Insurance Committee con- 
sisting of elected representatives of insured persons and representatives 
of the local physicians, the local County Council, and the Minister of 
Health. The panel system of registration of physicians is used, Every 
licensed practitioner may elect to have his name entered on the panel of 
persons eligible to give service. The government does not influence pa- 
tient or physician as to choice. A physician working alone may not accept 
more than 2500 insurance patients, and one working with a full-time assis- 
tant, not more than 4000 insurance patients. The right of panel physici- 
ans to treat non-insurance patients is in no way affected. 

A sum is allocated to each local Insurance Committee by the central 
authorities to cover the cost of medical services, the amount being based 
on the number of insured persons in the area. The local insurance physi- 
cians may choose whether this sum is to be divided by capitation (i.e., 
according to number of insured persons choosing the physician, whether or 
not service is rendered to such persons), by amount of service rendered, 
or by a combination or modification of these methods. Physicians in all 
areas have chosen payment by capitation. No direct financial relation 
between patient and physician exists for the services covered by insurance. 

A pharmaceutical panel similar to the physicians panel is set up 
for pharmacists wishing to provide medicines to insured persons. The 
rate of payment for medicines and appliances is fixed by schedule. 

Costs and payments. It is extremely difficult to express the costs 
of the British system in United States dollars. In his analysis of Bri- 
tish medical insurance in 1934-35, Falke! valued the pound at $4.866 On 
such basis the annual capitation fee of 9 shillings would amount to about 
$2.18 per year for general practitioner services, exclusive of mileage, 
remuneration for medicines used in practice, etc. If, however, the pound 
is valued in terms of relative wage and salary income, a different figure 
is obtained. The normal pre-war average weekly wage of the male worker 
in Great Britain was about 60 shillings,— whereas in the United States 
it was $27.02 in the same ME TE In terms of 1940 purchasing power, 
the shilling seems to have had a relative value of about $0.45, and the 


5/ Security Against Sickness, 1.S. Falk, Doubleday Doran, Garden City, 1936. 


ct Gat Health Insurance, Hermann Levy, The University Press, Cambridge, 
19 i 

7/ Industrial Bulletin, New York State Department of Labor, 24:225, June 
1945. 
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pound, $9.00 Assuming this va ue for purposes of comparison, the capi- 
tation fee would be about $4.05 

For this sum the panel physician provides, on the average, 2.3 office 
calls and 1.2 home calls,—’ and realizes an income of about $1.15 per 
call. For the same amount of service, a United States physician would ex- 
pect at least $8.20 on the basis of $3.00 per home call and $2.00 per 
office call. It seems likely, as claimed, that the British panel physi- 
Cian's service tends to be cursory because of the low rate of payment. 

It is estimated on the basis of a 30 hour work-week (i.e., 30 Lovrs de- 
voted to actually seeing patients), 48 weeks per year, that to be assured 
of a gross income of $10,000, a physician would need 2,000 patients on 

his panel and to make 7,000 calls. These calls would average only 12 
minutes as compared with an estimated 17 minutes in the United States. 
Estimated differently, on the basis of a maximum capacity of 125 calls 
week ©! a physician could earn about $6,800 gross, exclusive of mile- 
age; or, on the basis of 106 calls weekly,— about $5,800. These earnings, 
it must be remembered, are based on a pound valued at about $9.00 rather 
than the exchange rate, which is about one-half of such amount. It appears 
that the chief factor in making panel practice tolerable at relatively low 
rates is that it ordinarily constitutes only a part of the physician's 
practice, providing an assured income of small amount and permitting him 
to realize additional income at larger fees from uninsured patients or for 
services not covered by insurance. For example, 35 per cent of physicians 
had panels of less than 600 persons, 30 per cent had 600-1, 200, 21 per 
cent had 1,200-2,800, and only 14 per cent had 2,000 or more.— 

The view has been expressed that British physicians should be willing 
to accept a low capitation fee for services rendered to the persons eligi- 
ble for insurance since they constitute a class which can not afford the 
individual purchase of adequate medical care, and which otherwise would be- 
come charity patients or would not pay in full for services received. Ac- 
cording to this view, the arrangement is advantageous to both parties. 
However, employing the most generous interpretation of the rate of remun- 
eration, the payments seem to be out of keeping with a quality of service 
which would be satisfactory from the standpoint of the physician or the 
insured. Although the capitation rate of 9 shillings may have been satis- 
factory in 1923, it has not changed up to the present (except for a 10 per 
cent reduction during 1931-34,and a 5 per cent reduction during 1934-35). 


8/7 See Chapter XIII. : 
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The system thus does not seem to be well adjusted to fluctuations in earn- 
ings and the cost of living. A physician would earn no more from insur- 
ance practice during an inflationary period than he would earn in normal 
times. It would seem, as remarked below, that the flat-rate system of 
contributions has played an important part in the inflexibility and re- 
sultant shortcomings of the plan, which has shown little progress since 
its inception. 

Administration and financing. The existence of influential voluntary 
insurance societies with a vested interest in their continued activity in 
the field of health insurance resulted in the incorporation of such socie- 
ties into the compulsory health insurance plan. All insured persons must 
belong either to an Approved Society (a voluntary non-profit insurance 
society), or to the government-sponsored Deposit Contributors Fund. Com- 
pulsory health contributions by employer (43 per cent), employee (43 per 
cent) and the government (14 per cent), are paid into a national fund 
through a stamp system. After deductions for the cost of medical benefits, 
appropriate credits are assigned to each Approved Society according to 
the contributions received from its members. 

The government provides the statutory medical service benefits. The 
local Insurance Committees and the Approved Societies provide the cash 
sickness benefits. Any surplus funds in the hands of the Approved Socie- 
ties after payment of the minimum cash sickness benefits may be used by 
them to finance additional cash or service benefits. Additional medical 
benefits provided by the Approved Societies from surplus funds or addi- 
tional contributions are most frequently for dental and eye care. A mem- 
ber of a Society which furnishes dental care may obtain from his Society 
a letter stating his eligibility for such benefits. The dentist accepting 
this patient is paid jointly by the Society and the patient on the basis 
of a fixed schedule of fees. Eye care benefits are administered by the 
Societies in a similar manner. 

Contributions by the insured are at a flat rate, with an equal amount 
paid by the employer, and a subsidy from the Government. This system of 
contribution, which seems to be inextricably associated with limited bene- 
fits, inadequate payments to physicians, and administration through a 
multiplicity of Approved Societies, seems to lie at the bottom of the caus- 
es for the dissatisfaction with and the inadequacies of the British system. 
The experience in Great Britain does not discredit the value or advantages 
of compulsory medical insurance, but it oon illustrate clearly how the best 
of intentions may not Lattice if the financial and administrative features 


of an insurance plan are not basically sound and flexible. 
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Appraisal. Aside from the compulsory health insurance system and 
the poor laws, there is no provision for general medical attention on 
any considerable scale. Medical and hospital care may be furnished on a 
limited basis to the indigent and the medically indigent by local author- 
ities, but there is no coordination of these activities with the medical 
insurance system. 

There have been many criticisms of the existing compulsory health 
insurance system by both the organized medical profession and the public. 
These critics, however, emphasize the need for reorganization of the sys- 
tem, and do not propose that it should be abandoned. 

The organized medical profession, which was at first bitter about 
many provisions in National Health Insurance, has come to its support. 

In 1926, the profession expressed the opinion that "the evidence as to 
the incidence of sickness benefit does point to the fact that the schemes 
has almost certainly reduced national sickness," and that it endorsed 
continuance of medical benefits since more persons were receiving care, 
the quality of care given was superior to that under the previous system 
of voluntary insurance through Friendly Societies, illness was treated 
earlier, emphasis was placed on prevention, sk 

In 1930, the British Medical Association proposed as an answer to 
many existing defects in medical ;ractice: "First, enlarging the scope 
of medical benefit to include specialist treatment, dental service, in- 
stitutional care, etc.; second, enlarging the scope of the insured popu- 
lation to embrace the dependents of insured persons; and third, consoli- 
dating the administration of insurance medicine with other medical bodies 
(public health, poor law, hospital services, ete ,)"20/ 

Sir Henry B.Brackenbury,Chairman of the Council of the British Medi- 
cal Association, in an article written in 1934 for American éoneunpbeot ae! 
emphasized the advantages accruing to the public and to the medical pro- 
fession from the health insurance system, and the interest of both of 
these groups in extending the system. He stated that: 


In conclusion, if, as the result of the British experience, 
one were to offer any advice to members of the profession or other 
persons interested in public health elsewhere, one would feel in- 
clined to say with a good deal of emphasis, that, whatever varia- 
tion there might be in many details of any proposed insurance health 


9/ Report of the Royal Commission on National Health Insurance, His Majes- 


ty's Stationery Office, London, 192 

10/The British Medical Association's “Proposals for General Medical Service 
for the Nation, Office of the Association, London, 1930, 

11/"Health Insurance in England", Sir Henry_B. Brackenbury, New England 
Journal of Medicine, April 12, 1934. 
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service, certain conditions should be regarded as essential for 
smooth working and success, 

First, the three unusual features of the English scheme men- 
tioned above should be regarded as absolutely fundamental - the 
right of all doctors to be members of the service; the absence 
of interference between doctor and patient as such when once this 
relationship has been brought about; the close and appropriate 
association of the profession itself with the administration. 

Secondly, the scheme for provision of medical benefit (i.e., 
medical advice and treatment) should be separated as complete 
as possible, both financially and administratively, from any in- 
surance provision for cash payments of any kind, 

Thirdly, the scheme should, from the beginning, make provi- 
sion for a full medical service, not merely for general practi- 
tioner attention but also for consultant, specialist, and other 
ancillary services, and, where circumstances allow, for institu- 
tional treatment also.... 

Fourthly, the scheme should be administered as simply as 
possible in tcpographical areas, and not through a multiplicity 
of "approved societies".... 

Most of the difficulties and complications that have from 
time to time arisen under the existing English scheme have been 
due to the fact that these last three conditions have not been 
fulfilled; and the British Medical Association in the spring of 
1930 issued "Proposals for a General Medical Service for the 
Nation," incorporating the above stated general principles and 
urging the extension of the sickness insurance law to cover not 
only the insured employees themselves but also the members of their 
families, to provide the services of specialists as well as of 
general practitioners, and to arrange for hospital care, as meas- 
ures for increasing the provision which the present law furnishes 
for attending to the health of the people by securing full medi- 
cal attention for them. 


Beveridge plan. In 1942, the Beveridge Plan proposed an extension 
of insurance to include comprehensive medical services for the entire 
pepiiked tom. Two years later, the White Paper on National Health?! pro- 
posed a revision of National Health Insurance with these same two object- 
ives. There has been much controversial discussion of these proposals 
in both lay and professional circles. The need for extension of the Na- 
tional Health Service is not questioned; neither is the proposed provis- 
ion of comprehensive medical services. The cruxes of the controversy are: 
first, whether coverage should be extended to dependents of currently 
covered workers and to others in the same financial status so that 90 per 
cent of the population would be protected, or whether the entire pcpula- 
tion, including the 10 per cent in the upper income brackets, should be 
covered; and second, whether the administrative machinery proposed in 
either the Beveridge Plan or the White Paper would adequately protect the 
independence of the medical profession. 


At the 1944 Annual Representative Meeting of the British Medical 
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Association, the official opinion of the body on an extended health insur- 
ance system was expressed as approving 


-eeeinclusion of all existing and future civilian medical ser- 
vices...(and) its extension to dependents....and others of simi- 
lar economic status. (It was insisted that)the following 
fundamental principles be incorporated: a. Freedom of choice 
of patient and doctor. b. Non-intervention in professional 
matters of any third party in the doctor-patient relationship. 
c. Medical representation at all levels of administration by 
election of the profession. d. The evolution of a National 
Health Service must be by aye and governed by the availabil- 
ity of medical personnel] 12 


Although the British Medical Association Annual Representative Meet- 
ing disapproved extension of the insurance to 100 per cent of the popula- 
tion, 13/ 
profession. The British Institute of Public Opinion (Gallup Poll), at 
the request of the British Medical Association, sent survey forms dealing 


this does not appear to be the concensus of the entire medical 


with the proposed extension of health insurance to 54,000 physicians, of 
whom 48 per cent wunitet A In answering the question "should coverage 
(of compulsory insurance) be 90 per cent or 100 per cent of the popula- 
tion," 60 per cent of all replies, and 73 per cent of the replies from 
physicians in the armed services favored coverage of 100 per cent of the 
population. Because only a small proportion of physicians in the armed 
services were able to reply, and because the replies of such physicians 
differed from the total, it may be inferred that, had more armed services 
physicians been able to reply, the total result in answer to this question 
would have been at a point somewhat greater than 60 per cent. 

A further indication of the trend of thought of the medical profes- 
sion is found in the report of Medical Planning Saesiec, oo an organiza- 
tion of 400 anonymous British physicians, most of them under 45 years of 
age, and representative of all classes in the medical profession. The 
report approved universal coverage by a comprehensive, nationally-organ- 
ized health service. Non-medical thinking on the subject of extension of 
national health insurance as proposed in the Beveridge Plan and the White 
Paper is generally favorable. For many years, representatives of labor 


have been urging extended benefits and coverage. The Labor Party Confer- 


12/7 Journal of the British Medical Society, December 23, 1944 


13/ This is based largely on the fear that private practice will become 
non-existent. 

14/ British Medical Journal, August 5, 1944 Supplement, and September 16, 
1944 Supplement. 

15/ "Interim General Report of Medical Planning Research", The Lancet, 
London, November 21, 1942. Published in United States by Medical Admin - 
istrative Service, Tno., New York, 1943. 
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ence adopted without dissent a motion welcoming the White Paper as an es- 
sential part of a social security a ola Representative of thinking 
of a different section of the non-medical population is the resolution 
of the London County Council welcoming the White Paper proposals as an 
advance towards a full health service for the people, 

Thus the health insurance issue in Great Britain ve not whether bene- 
fits and coverage should be extended, but whether coverage should be ex- 
tended from 40 per cent of the population to 90 per cent or 100 per cent, 
and what form the administrative structure should take. 


New Zealand 

There has been considerable newspaper publicity concerning New Zea- 
land's medical insurance program, which is pertinent at a time when many 
individuals and organizations who have been consulted on the subject of 
medical insurance warn against abuse and excessive use of services, es- 
pecially physicians' home and office visits paid on a fee basis. Much 7 
of the information played up in the newspapers deplores the present sys- 
tem. In a dispatch which appeared in the New York Times of November 7, 
1945, the following criticisms were leveled against the plan: racketeer- 
ing by some physicians, who collect fees without even seeing their pa- 
tients; great inflation of the earnings of doctors, which are easily con- 
cealed; state stimulus of the practice of collecting large sums for little 
medical work; disinclination of physicians to care for difficult cases in 
home and office, with consequent referral to hospitals; and illegal gains 
by country doctors under the system of paying mileage charges. | 

It seems probable that all of these abuses are encountered in some 
measure. Mr. Sydney Greenbie, former special assistant to the American 
Minister to New Zealand, in a letter to the editor which appeared in the 
New York Times of November 19, 1945 agreed that abuses exist but claimed 
that the newspaper account of November 7 was "a distortion of the program 
and its intentions." It is true that the operation of the New Zealand 
plan is proving more costly than was anticipated. In an article in the 
Wellington, New Zealand Evening Post of October 6, 1945, the Minister of 
Health was quoted as saying, during a discussion of the Health Department 's 
estimates: 


I am bound to say that the abuse of the fee-for-service 
is causing the Government to consider seriously whether that 
system should be continued. 


The Minister also said that there was too much hospitalization under the 
1945 Supplement. 


i6/ British Medical Journal, January 6, 
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medical insurance program; the Government had hoped that fee-for-service 
for home and office care would discourage hospitalization, but that it had 
not worked out that way. 

The accounts appearing in newspapers in this country, and the Minis - 
ter*s statement quoted above, have led many people to the conclusion that 
the New Zealand government was planning to abandon its medical insurance 
system. There seems to be no justification for such a conclusion because, 
on December 21, 1945 the Minister of Health wrote as follows to a corres- 
pondent in this country: 


I have received your two letters of 9th October and 8th Nov- 
ember regarding articles published in your press about the New 
Zealand health services. 

My reference in the House of Representatives, which was not 
fully quoted in the articles referred to, was a reference entirely 
to abuses which had occurred in our fee-for-service system, and 
I suggested that this particular method of payment might have to 
be abandoned unless the abuses were corrected. JI should point 
out that there are several methods of remuneration available 
under our extensive health scheme, and it was certainly not sug- 
gested that the entire scheme should be jettisoned. On the con- 
trary, active steps are being taken to extend it, and at present 
discussions to this end are being carried on with the New Zealand 
Branch of the British Medical Association. In particular, it is 
probable that specialist services, which so far have not been 
the subject of benefit under the Social Security Act,will be 
included as a benefit next year. The profession have also 
given an undertaking that they will take active steps to dis- 
cipline those few of their members who have been abusing the 
fee-for-service portion of the general practitioner scheme. 


In view of the conflicting statements on the New Zealand plan, the 
Commission staff made a dispassionate appraisal from date obtained from 
the New Zealand Legation, and from Jacob Fisher's review in the Social 
Security Bulletin of September 1945. 

Revenues. New Zealand's medical program is a part of an extensive 
social security aystem including old age and survivors insurance, family 
benefits, unemployment benefits,and temporery and permanent disability 
benefits. All are financed by a5 per cent tax on the gross income of in- 
dividuals and the net income of business firms, a nominal social security _ 
registration fee applying with few exceptions to all persons over age 15,20/ 
and a deficiency grant from general funds. Table 7 shows the sources of 
revenues for the year 1942-43. In the description of the New Zealand 
plan upon which this memorandum is based, fees and costs are given in 
pounds, shillings and pence, which may be somewhat confusing. The pound 


has been fixed at $3.24 at the current rate of exchange, but in terms of 


ny 5s. annually for women, and men aged lo-20; 5s. quarterly for men 


over age 20. 
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Table 7, Receipts of New Zealand Social Security purchasing power in 
Fund, 1942-43 
ERS ae ware New Zealand its value 
Source ( pounds ) of total would seem to be much 
Social security income tax 
ter. i 
On wages and salaries 7,548,391 WT ot greakcr.  Vonyer sng 
On company income 1,403,475 8.8 the average wage for 
Other 2,672,180 16-7. 
ale workers in in- 
Registration fee 540,921 3.4 Ce ee eee 
From general funds 3,800, 000 23.7 dustry in New Zea- 
Penalties, etc. 48,673 3 : 
ae land and in New York 


State ($55), it ap- 
pears that the relative value of the New Zealand pound is $7.90, the 
shilling $0.395, and the penny $0.0329 18/ Whether or not this adjust- 
ment is exactly correct, it is suitable for purposes of comparing New 
Zealand costs with those of plans that have been studied by the Commis- 
sion for New York State. 

Historical background. Prior to 1938 about 20 per cent of the popula- 
tion was enrolled in friendly societies (voluntary plans), the remainder 
obtaining care privately on a pay-as-you-go basis. However, there were 
large governmental subsidies to hospitals (most of which were public hos- 
pitals), and out-patient departments functioned on a much larger scale 
than they do in this country. Substantial government aid was given for 
infant and maternal health services, free school health services were well 
developed by 1938, and dental treatment of school children dated back to 
1919. 

Coverage. All residents are covered without regard to financial 
status. — 


Benefits. 1. Medical - home and office. This benefit consists of 
home and office care provided, except for a few panel 
and salary physicians, on an indemnity basis. The 
authorized services embrace all care by general prac- 
titioners and specialists, exclusive of examination 
to obtain a medical certificate, dental extractions, 
and care of workmen's compensation cases. 


2. Maternity - home, office and hospital. This differs 
from medical benefits in that it covers care by pri- 
vate physicians in home, office or hospital. It is 
on a gervice basis, except that private hospitals 
and certified specialists may make an extra charge. 


3. Medical - hospital out-patient departments. Hospital 
out-patient departments provide medical and surgical 


18/ In a later communication, Mr. Fisher has stated that he believes the 


values should be somewhat higher: pound $8.30, shilling $0.415 and pen- 
ny $0.0345 
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care without any charge, thus guaranteeing everyone 
care without additional cost, if he wishes to avail 
himself of it. 


4. Hospital - including physicians' services. This bene- 
fit consists of an indemnity of 9s. ($3.55) per day 
for care in licensed private hospitals, which sum 
must be accepted by such hospitals as a partial payment. 
It also consists of payment of 9s. ($3.55) per day 
for care in public general hospitals, which sum must 
be accepted by public hospitals as full payment for 
hospital care, which includes physicians' medical and 
surgical services, and x-ray and laboratory examina- 
tions in the hospital. Care in tuberculosis, mental 
and other special hospitals, and in the hospital wards 
of homes for the aged, as well as in general hospitals, 
is included. There is no limit on length of stay. 


5. Pharmaceutical. This includes, on a service basis, 
all necessary drugs, supplies and appliances pre- 
scribed by a physician. 


ON 


X-ray. Diagnostic services as recommended by the at- 
tending physician may be obtained on an indemnity 
basis from a recognized radiologist, or on a service 
basis from public hospitals. 


7. Massage (physiotherapy). Physiotherapy service, on 
an indemnity basis, as recommended by the attending 
physician. 


8. Visiting nurse service. Nursing service in the home 
by nurses in the employ of voluntary agencies, hospi- 
tals and the health department. 


Provision of benefits. The system permits medical benefits, home and 
office, to be supplied by salaried physicians, or on a capitation basis, 
or on a fee-for-service basis. Of about 800 general practitioners, 16 who 
are in sparsely settled areas are on a salary basis. Fewer than 50 physi- 
cians agreed to capitation when this system was introduced in 1941, and 
the number may be even smaller at present. The remaining general practi- 
tioners are on a fee-for-service basis. There is free choice of hospital. 
As noted above, extra charges may not be incurred for either hospital care 
or physicians' services in public hospitals, whereas care in private hospi- 
tals is on an indemity basis. With few exceptions, the private hospitals 
are maternity hospitals and nearly all of them participate in the program. 
Of 201 private hospitals participating in March 1943, the Social Security 
fee was accepted as full payment by 31, an additional charge might be 
made to the patient in 139, and the right to charge the patient for ac- 
commodations not covered under the contract was exercised by 31. Almost 


every obstetrical nurse, physiotherapist, pharmacist and visiting nurse 
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participates in the plan. 

Payment for benefits. The rates of payment for various services 
are shown in Table 8. By our standards, payment for services seems ade- 
quate. In considering the rate of payment to hospitals, it must be re- 
alized that in 1943-44 local public hospitals received about 1 million 
pounds in subsidies from the Dominion and 1 million pounds from local 
taxes, in addition to 2.3 million pounds from patients (2.13 from insur- 


ance fees), and 0.3 million pounds from miscellaneous sources. 


Table 8. Rate of Payment for Benefits under New 
Zealand Plan 


Samet ee Fee’! 


Home or office visits, general 


practitioner or specialist fh. & 496 
As above, nights or Sundays 12s .6d. 4k 
Physician, capitation basis d/ 15s. 5.92 
Delivery by physician, 

including prenatal care 126s 49.77 
Delivery by physician, 

no prenatal care Sls. 33.18 
Per diem to general hospitals b/ Qs. ee. 
Payment to mental hospitals (lump sum) 
To hospital, for maternity c/ 

Day or days of labor a 45s. 17.58 
Subsequent days 12s .6d. 4 Ok 
Physiotherapy, per treatment 35.0d. 1.38 


a/ Services in out-patient departments of public hos- 


pitals are paid for on a lump-sum basis; pharmaceutical 
and x-ray benefits are paid for according to price 
schedules; visiting nurse service is paid for at an 
arranged rate, 

b/ Public hospitals receive Federal and local subsidies, 
also. 

c/ Public hospitals receive an additional 40s. for medi- 
cal attendance. 

d/ Exclusive of mileage allowance. 

e/ Rates paid to salaried physicians are unknown. 


The system of paying physicians on a fee-for-service basis involves 
three different arrangements. 


1. The physician may bill the government monthly for payment at the 
established rate, submitting forms signed by the patient certi- 
fying to the service givea; he accepts the government rate in 
full payment of the services rendered. 


2. The physician bills the government at the established rate, but 
sharges the patient a fee in excess of the government rate. How- 
ever, except in special circumstances he cannot recover by legal 
process any excess charge. 
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3. The physician bills the patient as in private practice, charging 
eitner the government rate or a larger fee. In either case, the 
patient pays the doctor directly and sends the receipt to the 
post office for a refund at the government rate. 


Administration. The medical insurance program is administered by 
the Federal Health Department, but the medical insurance provisions are 
administratively and financially separate from such orthodox public health 
services as communicable disease control, sanitation and health education. 

Evaluation. The New Zealand plan was developed progressively, and 
figures on expenditures over a period of years must be interpreted accord- 
ingly. Table 9 lists medical insurance expenditures in the period 1939- 

44, Table 10 lists the dates when various benefits became available. 

The progressive increase in expenditures is due to a number of fac- 
tors in addition to increase in usage of service. For example, the capi- 
tation method of payment for general practitioner service was begun March 
1, 1941, but was accepted by less than 50 physicians. The fee-for-service 
method of payment for general practitioners was not authorized until Nov- 
ember 1, 1941, and at the outset the New Zealand Branch of the British 
Medical Association instructed physicians to charge their regular fee, 
leaving to the patient the responsibility of obtaining by refund the 
government-fixed fee. Some months elapsed before a majority of physicians 
' participated in the plan, but recently more and more physicians have been 
cooperating. Up to April 1943, hospitals were paid at the rate of 6s. 
($2.37) per day, at which time the rate was raised to 9s. (3.55) 

Although it appears that the per capita cost for the program is $22.83, 
($32.50 1f local and federal subsidies to hospitals are included), the pop- 
ulation being 1,635, 715,22! | 
hospitalization of tuberculosis and mental disease and for drugs are in- 


it must be realized that expenditures for the 


cluded, which costs must be disregarded if a comparison is to be made 
with the cost figures estimated for New York State. Also, the differing 
provisions with regard to physicians' services in the hospital make it 
necessary to disregard the total figures and to base comparisons on in- 
dividual benefits. The figures employed herein relate to the cost of 
benefits, exclusive of administration. 

The cost of general practitioner service is about $6.50 per capita, 
as compared with a figure of about $10.00 estimated for New York State. 
X-ray amounts to $0.53 per capita, as compared with about $0.75 to $1.10 


19/ The annual report of the New Zealand Department of Health for the 


year ended Mar. 31, 1944 gives a population of 1,635,715. The figure en- 
ployed by the New Zealani authorities is very slightly lower, their per 
capita figure being 57s.10d, or $22.8 
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Table 3. Expenditures Under New Zealand Medical Insurance Plan, 1939-40 
Through 1943-44, in Thousands of Pounds 


Service -L.0 “41 -42 fe on 


EAS a i, cee MSE E MPT Ne BD We Ba ie 8B 


Hospitals Bad 
Medical practitioners 167.3 
Obstetrical nurses 12.0 


General prasticioner services | |° «| 209.1 [ey0l0.0 stl oes 
Capitation method 
Fee-for-service 

Special arrangements 


Mileage 


PHospitel benefits | 172.9 l,257.111, 372.4 [1,539.3 2133-4 


=e BBE 


Private hospitals 
Mental & other State 
Other institutions 
Out-patient benefits 
Other 


Pharmaceutical benefits ee 7 ale \. fos tas | .. 2 
Chemists and medical 
practitioners {en 
Institutions | 72.2 
See ee ae ob Sa 
X-ray diagnosis 109. 


Massage 
Other 


Table 4. Chronology of Development of New Zealand Medi- 
cal Insurance Plan 
era, eee eR ae 
Care in mental hospitals Agri lk. ty 2939 
Maternity benefits May 15, 1939 
Hospital in-patient benefits July 1, 1939 
(hospitals paid 6s.) 
Capitation to physicians 
Hospital out-patient benefits 
Pharmaceutical benefits 
X-ray diagnosis benefits 
Fee-for-service to physicians 
Massage (physiotherapy) benefits 
Hospital in-patient benefits 
(hospitals paid 9s.) 
Visiting nursing benefits 


March 1, 1941 
March 1, 1941 
May 5, 1941 
August 11, 1941 
November 1, 1941 
September 1, 1942 
April 1943 


July 1944 
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estimated for New York State. 

Apparently, an average of 1.7 general practitioners' visits are given 
per person per year. This may be compared with rates of about 2 visits 
per year for persons of moderate means in New York and Chicago, and 2.2 
per year for persons of moderate means in towns of 5,000 or less in the 
United States. 20/ It is about one-half of the number under the British 
system described earlier in this chapter. The low rate of visits per per- 
son may be attributable to the high rate of hospitalization. The data do 
not disclose whether there has been any great increase in the rate of phy- 
sicians' visits under the insurance plan as compared with the rate .prior 
to inauguration of the insurance system. It may be assumed that there 
has been some increase, and that an increase should be considered as de- 
sirable, provided the volume of services does not exceed that required for 
adequate medical care. In other words, an increase within such limits 
indicates that people are obtaining necessary services for the first time, 
owing to removal of the financial barrier by the insurance plan. 

Certain instances of abuse have been cited. For example, a doctor 
was accustomed to make periodic checkups on the inmates of a public insti- 
tution, for a salary of 150 pounds per year. Under the medical insurance 
plan, the doctor is said to have made one visit a week to the institution, 
where he looked over the inmates, gathered signed statements from them and 
collected 1200 pounds per year for the same work. In another case, a phy- 
sician checking up on 300 children at a summer camp was able to collect 
112 pounds for two hours' work. In country districts, doctors arranged 
their calls so that they collected more in mileage than was warranted by 
the actual distance traveled. 

The number of physicians participating is believed to be about 800, 
which would give them an average income under the plan of 1,683 pounds 
($13,300 gross or $7,980 net) exclusive of x-ray services, or 1,820 pounds 
($14,400 gross or $8,600 net) including x-ray Loi nf Bt A low ratio of 
physicians to population tends to inflate salaries somewhat and to make 
the services rendered somewhat cursory. This is a situation which can 
only be corrected by an increase in the tnber of physicians with the pas- 
sage of time. The three situations in which abuses seem to occur in re- 


20/ Medical Care and Costs in Relation to Family Income, Margaret C. Klem 


and Helen Hollingsworth, Bureau Memorandum No. 51, Social Security Board, 
March 1943. 

21/ This gross income may be compared with that of general practitioners 
in the United States in 1943, which averaged $12,554, according to Medi- 
cal Economics, 23:50-54, October 1945. 
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spect to physicians' services are: medical inspection of groups, care 

of inmates of such institutions as homes for the aged, and mileage allow- 
ances, all of which should and could be controlled by appropriate admin- 
istrative measures. 

The direct cost to the insurance plan for general hospital care, in- 
cluding physicians' services in the hospital is $8.59 per capita, which 
seems low when compared with the cost of $14.55 for similar services as 
estimated for New York State. However, to this must be added about $9.66 
per capita in the form of fsderal and local subsidies to public hospitals, 
giving a total of $18.24 per capita. A great part of this relatively 
high cost seems to be due to the high degree of hospital utilization, 
which is 2.3 days per capita. This is greatly in excess of the actual 
rate of 1.24 days for New York State in 1944, and greater than the maxi- 
mum utilization of 1.38 days anticipated if the economic barrier to hos- 
pitalization were removed. 

For reasons which are not readily apparent, sparsely settled areas 
use more hospital service than do densely settled enone but after al- 
lowance for this factor, a substantial difference remains. Mr. J. S. Reid, 
First Secretary of the New Zealand Legation, stated on December 10, 1945 
that a satisfactory comparison cannot be made because of national differ- 
ences in the historical role of the hospital in the provision of medical 
care. The days per capita in governmental general and maternity hospi- 
tals in New Zealand was 1.90 in the year 1943-4, and 2.30 days after al- 
lowing for private hospitals. The United States figure corresponding to 
the latter was 1.59 days. The difference may be accounted for in part by 
the fact that the stay in governmental hospitals is considerably longer 
than in private hospitals, being in both countries a little under 3 weeks, 
and that governmental hospitals account for 82 per cent of all beds in 
New Zealand, but only 66 per cent in the United States. Mr. Reid believes 
that the difference is not necessarily associated with the availability 
of hospital benefits, and compares data for 1938-39, the last complete 
year prior to the inauguration of maternity and hospital benefits, with 
1943-44, In 1938-39, patient days in general and maternity hospitals in 
New Zealand (governmental only) averaged 1.30 per capita, and in the U.S. 

0.87 (governmental and non-governmental). Between 1938-39 and 1943-44, 
patient days increased approximately 50 per cent in New Zealand and ap- 


proximately 85 per cent in the United States, the increase in both coun- 


22/ Hospital Survey Newsletter, October 1945, Commission on Hospital Care, 


Chicago. 
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tries being related in large measure to the growth of the armed forces. 
Perhaps the only conclusion that can safely be drawn with regard to hospi-. 
tal utilization is that although a compulsory insurance plan may not of 
itself increase the rate of hospital utilization, other factors may con- 
tinue to operate and increase the rate. 

Insofar as data are available and are interpreted ob- 
jectively, it appears that the New Zealand plan is basically sound admin- 
istratively and financially. The abuses noted seem easily susceptible of 
correction, and although deviation in a few respects might be desirable, 
the plan might well serve as a model for a modern, comprehensive medical 


insurance plan. 


Proposed State and National Plans 
A number of State and national plans which are of current interest 
because of widespread publicity or because of unusual features are summar- 


ized briefly in this section. 


Arkansas. The Hollingsworth State Hospital System Act was placed 
before the electorate in 1944, and defeated by a vote of 44,333 for and 
142,554 against. The purpose of the plan was to provide hospitalization 
at State expense for charity (relief) patients, to materially reduce by 
State tax funds the cost of hospitalization to all others, and to furnish 
low-cost diagnostic service to all without regard to ability to pay. 

Services and facilities were to be provided by a system of State- 
owned and operated hospitals and clinics. No attempt was made to utilize 
existing facilities or integrate the new facilities with them, and admin- 
istration was required to be controlled by a non-professional board. 

Revenues were to be derived indirectly, by a tax on lumber, coal, 
oil, minerals, etc. produced in the State, and by a tax on the manufacture 
of electric current, except that generated by a municipality for its resi- 
dents. A majority of beneficiaries would have to pay part of the costs 
directly from their own resources. 

The only medical benefit to be provided was clinical diagnostic ser- 
vice, at the cost of the "materials." (Incidentally, clinical diagnostic 
service under public auspices has frequently been recommended for adoption 
in New York State). For curative services, patients would find it neces- 
sary to engage and pay private physicians. The plan had much to recommend 
it, but suffered from administrative faults and the failure to integrate 
the public and private hospitals. 
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Rhode Island.. At present, Rhode Island is the only State that haa 
adopted compulsory health insurance, the benefits being limited to cash 
payments for absence from work due to illness. In 1944, Governor McGrath 
proposed a plan to cover the same group (persons covered by the State Un- 
employment Compensation Law), and their dependents under 19 years of age, 
for hospitalization benefits , 

The plan, which was to be administered by the State Unemployment 
Compensation Commission, was to be financed by a tax of $1.00 per month 
on all employed persons, one-half to be paid by the employer and one-half 
to be deducted from the pay of the emp oyee. This sum would cover employ- 
ee, spouse and children under 19. If a person left covered employment he 
could continue his insurance by paying $1.00 per month directly. Employ- 
ers might be exempted from the tax upon presenting evidence that all of 
their employees and their dependents were entitled to equal benefits under 
some other plan. From the revenues of the plan, the State Division of 
Public Assistance was to pay hospitals for the care of all persons unable 
‘to provide it for themselves. The benefits were about the same as those, 
provided by Blue Cross plans. 

The plan may be criticized for not covering domestic and self-em- 
ployed workers, etc. The contributions were not graded in accordance with 
ability to pay. Moreover, revenues would be insufficient to cover both 
employees and their dependents, and the indigent. To judge by newspaper 
editorials, the public favored the plan, not only because of its benefits, 
but to forestall Federal action in this field. Since the proposal contem- 
‘ plated that the existing Blue Cross plans would administer the benefits, 
the Blue Cross organization was in favor of it. The State Medical Society 
questioned the feasibility of immediate operation of the plan, feared en- 
croachment upon individual initiative and self-reliance, and felt that 
private insurance companies should not be left out. The Medical Society's 
counter-proposal was for a Voluntary State Health Council, to be appointed 
and directed by the President of the State Medical Society, to study all 
aspects of health, A Voluntary Advisory Council on Health was finally ap- 
pointed by the Governor. The Council later reported that because of a 
possible shortage of hospital facilities, and because of an increased Blue 
Cross enrollment, the State should defer any action, and the proposed “aa 


pital insurance law did not come to a vote. 


Massachusetts. Legislative and other groups facing the acknowledged 


need and public demand for a system of medical insurance which would be 
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within the re Cue ee of at least a majority of the population have 
sought some method which would be short of compulsion. Proposals have 

been made repeatedly for governmental subsidy of existing voluntary medi- 
cal and hospital insurance organizations. Such proposals have not been 
deemed acceptable because, first, they entail the use of public moneys for 
the benefit of a limited group selected not on the basis of need, but on 
the basis of having voluntarily paid a premium to an insurance organization, 
and, second, because the constitutions of many States (as in New York) pro- 
hibit the loan or gift of State funds to any private individual or corpor- 
ation. 

In Massachusetts, the Committee on Labor and Industries of the House 
of Representatives, to whom were referred numerous petitions and bills for 
the establishment of systems of cash sickness benefits and medical insur- 
ance, in 1945 reported in a bill (House No. 1923) which sought in another 
Pashion to materially extend medical insurance on a "voluntary" basis. 

The bill, which applied only to employers of 10 or more persons, pro- 
vided that if 75 per cent of the employees of a firm recorded their wish 
to be covered by this type of insurance, the employer would be obliged to 
‘furnish it and pay one-half of the cost. Governmental, farm and domestic 
employees were excluded, and any individual employee might be excluded if 
he wished. Dependents were not covered. | 

Benefits, available only during the period of regular employment, 
would be: | 


(a) Cash benefits amounting to two-thirds of weekly wage up to $20 
per week, for a maximum of 13 weeks in each illness; (b) hospital 
expense up to $4.75 per day for a maximum of 30 days in each ill- 
ness; (c) a $25 allowance toward costs of operating room, x-ray, 
laboratory service and anesthesia; (da) surgical costs according 
to a fee schedule, with a maximum of $150 for any one operation; 
(e) maternity cash benefits of two-thirds of weekly wage up to 
$20 per week for a maximum of 6 weeks, $4.75 per day for hospital- 
ization for a maximum of 10 days, and physician's obstetrical fee 
of up to $50. No benefits would be paid which would duplicate 
those received under Workmen's Compensation or Unemplo;ment In- 
surance. 


The insuring agency might be the employer as a self-insurer, or a 
private company, or a non-profit medical or hospital service corporation. 
Poor insurance risks not acceptable to insurance companies would be divid- 
ed by the State insurance commissioner among companies writing health in- 
surance. The premiums were not fixed by law and would be whatever the 
. insurance organization or employer found it recessary to charge. A divi- 
sion of sickness and health insurance in one of the State departments 


would administer the law. 
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The bill is open to criticism because the term "yoluntary" in its title 
is misleading. Although voluntary for the employee, it would be compul- 
sory upon the employer. Employers having to pay one-half of the cost of 
insurance might be at a competitive disadvantage. The individual cost 
would vary markedly, depending upon the proportion of females employed. 
Some employers might be inclined to influence employees against voting 
for insurance, Coverage would be limited to the employees of larger es. 
tablishments, and farmers, domestics and governmental employees would be 
excluded. Also, dependents would not be covered. Enf or cement of the 
law would be difficult because of the method of securing insurance, and 
the payroll deduction by each employer of a different amount, Risks and 
premium rates would vary greatly from firm to firm, There would undoubt- 
edly be many instances in which companies would refuse to write policies 
at rates agreeable to the employer, and it would be necessary for the 
State to require companies to underwrite unfavorable risks, a situation 
which might prove awkward, 


California. Several bills proposing a health insurance system were 
before the Legislature in 1945. The two most important were the one 
Sponsored by Governor Warren, which is described below, and one sponsored 
by the State CIO, which differed only in that the indigent were to be in- 
cluded and that general practitioners were to be paid on a capitation 
basis. | 

The Governor's bill (AB 800) would cover on a compulsory basis all 
employees under the State Unemployment Act, non-Federal government em- 
ployees, and dependents, Railroad and maritime employees, agricultural 
laborers, domestic servants in private homes, and Federal employees would 
be excluded, An employer not covered by the bill might voluntarily ob = 
tain insurance for his employees and their dependents, and the State 
could issue insurance to other individual residents and families who 
might wish to join... 7 

The plan would be financed by a payroll deduction tax, 13 per cent 
on the employer and 14 per cent on the employee, on the first $4,000 of 
annual earnings. Additional moneys which might be needed would come 
from State general funds, 

A subscriber and. his dependents would be eligible for service 
throughout a calendar year if the emvloyee received at least $300 in 
taxable wages for the first four of the last five completed calendar 


“quarters, Flicibility would continue for thirty days during periods of 
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unemployment, or until recovery from an illness which occasioned termina- 
tion of employment. Workmen's Compensation, tuberculosis and mental cases 
would not be covered. 

The benefits would include general practitioner services, consulta- 
tion and specialist service, laboratory and x-ray service, hospital care 
of not more than 21 days per year for each separate illness, preventive 
medicines and drugs for ambulatory patients, all medicines and prescribed 
supplies for hospitalized patients, general hospital nursing, and dental 
service for extraction, treatment of infection and fracture. By regula- 
tion the benefits might be restricted, or additional benefits consisting 
of increased hospital stay, additional drugs, added dental and medical 
services, and optometric services might be provided. Freedom of choice 
among registered professional persons or groups would be guaranteed. 

The system would be administered by an Authority composed of a Man- 
ager (not necessarily a physician), the State Director of Public Health, 
three representatives of employers, three representatives of employees, 
three licensed physicians (one experienced in hospital management), and 
one licensed dentist. 

The benefits would be paid for on a fee-for-service basis. Charges 
to beneficiaries in excess of the established fee schedule were neither 
sanctioned nor prohibited. 

The plan would seem to be a workable one. Although subject to crit- 
icism because compulsory coverage would be limited, some provision would 
be made for voluntary insurance for others. Professional representation 
- would seem somewhat deficient, extending only to four of the twelve mem- 
bers of the Authority, and to an advisory board. Also, the chief admin- 
istrative officer would not be required to be a physician. The rate of 
contribution would be somewhat low; if it were necessary to raise a sub- 
stantial sum through general taxes, they would also fall upon persons 


not receiving benefits. 


New York (Ives Bill). A compulsory health insurance bill (A,25h2) 
was introduced in 1945 by Assembly Majority Leader Irving M. Ives, who 
is also Chairman of the Joint Committee on Industrial and Labor Condi- 
tions. Mr. Ives is reported as declaring that it was not introduced for 
immediate passage, but to serve as a basis for hearings and discussions 
by the Joint Committee on Industrial and Labor Conditions, with a view 
to drafting perfecting amendments and obtaining its approval by the Legis- 
lature in the following seexeah 
23/ New York Times, ‘March 0, 1945. 
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Coverage would be the same as for Unemployment Insurance, i.e., all 
employees of employers with four or more workers for at least fifteen 
days during the year. Farm laborers, employees of governmental and non- 
profit organizations etc. would be excluded. Coverage would extend to 
the employee's dependent spouse, minor children or parents. For revenues, 
the employer and employee each vould’-pay a 1 per cent tax on the first ‘ 
$3,000 of cuit. Deficits would be made up from the general funds 
of the State. , | 

Any person who would receive unemployment Insurance if unemployed 
(provided he has earned at least $100 in covered wages in each of the 
last two consecutive calendar quarters), and the dependents of such per- 
son would be eligible for benefits. If the employee were out of work, 
eligibility would continue for the period of Unemployment Insurance ben- 
efits and for thirty days thereafter. Once authorized for an eligible 
person, benefits would be provided until recovery or for a period of up 
to one year fo@® any one illness, no matter how long the person might be 
unemployed due to such illness. | 

The benefits would include: general practitioner for preventive, 
diagnostic, therapeutic or other medical care or treatment, and for an- 
nual general physical examination; consultation and specialist service; 
laboratory and x-ray service; hospitalization up to 21 days per year for 
one illness; preventive medicines and drugs for non-hospitalized cases; 
all drugs and appliances for hospitalized cases; general nursing ser- 
vices; and dental service for extractions and treatment of acute infec- 
tions. 

Additional services which would be made available by the administra- 
tor (State Industrial Commissioner) if funds were sufficient would be: 
increased period of hospitalization, additional drugs and appliances, 
optometric service, and additional medical or dental service. Workmen's 
Compensation, tuberculosis and mental cases would be excluded. The In- 
dustrial Commissioner might restrict basic services in respect to the 
first treatment by physician, and home calls; i.e., if the Fund ran into 
financial difficulties, home care might be entirely excluded, and patients 
might be required to pay for the first visit to a physician. 

The plan would be adwnfnistered by the State Industrial Commissioner, 
who would make necessary arrangements for provision of service and pay- 


ment therefor. He would be authorized to pay physicians on a fee-for- 


2h] If an employee worked for more than one employer in the year, each 
employer would pay a 1 per cent tax on the first $3, 000 he paid to the 
employee. 


344 
service, capitation or salary basis, as he might desire. The Industrial 
Commissioner could enter into contracts with hospitals, groups or associ- 
ations of employers or employees, fraternal, charitable or other non- 
profit organizations for Furnishing all or a part of the prescribed ben- 
efits; or with an employer for rendering service to his employees and 
their dependents. Payments to such groups would be based on the amount 
of contributions made by employee and employer in behalf of the individu- 
als covered. No employer could require membership in a health system as 

a condition for employment. 
| In appraising this type of plan, limitation of coverage to 40 per 
cent or less of the population, and the method of financing may be ques- 
tioned. Table il shows the anticipated income and a conservative esti- 


mate of expense. The tax on employer and employee would provide only 


Table 11. Anticipated Income and Expense of State Health Service Fund 
(in Millions) 


Income . a/ Deficit 
Year Employer |Employee| Total| Expense— Amount Per cent 


_ a/ Based on coverage of only 70 per cent of employees, i.e., those with 

earnings of $500 or more amnually; average family of 2 persons; and an- 
nual per capita cost of $33.75 (as in Health Insurance Plan of Greater 
New York) 


42 to 57 per cent (or less) of the sum needed, the remainder coming from 
general taxes. Thus the entire population of the State would be’ taxed , 
to provide a substantial proportion of the penefits from which 40 to 50 
per cent of them would be excluded; in fact, some of the beneficiaries 
would be non-residents. This is contrary to the social insurance principle 
that premiums aeliected should completely finance the program, as in Un- 
‘employment Insurance and Old Age and Survivors. Insurance. Also, the 
payroll tax of 1 per cent on New York State employers might place them 
in an unfavorable competitive position with out-of-State employers not 
subject to such a tax. 

A further criticism is that too much unrestricted authority would 
be given to the Industrial Commissioner, who would set rates, restrict 
or expand basic services, approve hospitals, set standards for services, 
etc. No provision is made for representation of the persons receiving or 


rendering service. 
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New York (Austin, Jack, Joseph Bills Essentially identical com= 


; , ). 
pulsory health insurance bills were introduced in 1945 by Assemblyman 
Jack (A, 141), Senator Joseph (S. 479) and Assemblyman Austin (A. 261). 
All employees and their dependents would be covered on a comoulsory ba- 
sis. Any resident not covered under compulsory insurance might obtain 
voluntary coverage for medical benefits only: 


a. For himself and his dependents without a health examination, 
(1) if not suffering from any disability and covered at least 
four quarters in the past three years, or 
(2) if involuntarily unemployed and covered one sORe of the 
past three: or, if not so covered 
b. For himself after passing a health examination and for those 
of his dependents passing a health examination, 
(1) if under 65 and not suffering any disability, or 
(2) if receiving unemployment or old age benefits or public 
relief, and the responsible agency will pay the premium, 


Under compulsory insurance, the employer and the State would each 
pay a tax of 1 per cent of the payroll. The employee would not be taxed. 
The employer would be prohibited from passing any part of his tax on to 
the employee. Under voluntary coverage, subscribers admitted under a-2 
and b-l would pay 1 per cent of annual earnings, and under a-1, $120 an- 
nually. Under b-2, a premium set by the Health Insurance Board would be 
paid by the public agency. The State would contribute an amount equal 
to 1 per cent of the annual earnings of each voluntary subscriber. 

After 7 consecutive days of disability an employee would be eligible 
for cash benefits payable up to 26 weeks. The benefits would be similar 
in amount to Unemployment Insurance, They would not be payable while 
payments were being received under Workmen's Compensation or public assis- 
tance. : : 

If a woman had worked in covered employment, or if her husband had 
worked in covered employment but had become unemployed, she would be en- 
titled to cash benefits at the rate of general disability cash benefits 
for six weeks before and after birth of a child, providing she did not. 
work during that time. If prenatal care had been received by an eligible 
mother, $25 would be paid at birth of a child. 

Medical benefits would be available to insured persons currently 
covered, or covered by the plan in the previous 24 months. They would 
ince oes general practitioner, not to exceed 26 weeks in one ill- 
ness; general or special hospital care to a maximum of 111 days for one 
25/ If sufficient funds were not available, benefits might be reduced 
temporarily. v! 


26/ Persons leaving covered employment and taking voluntary coverage 
within four weeks (a-1 and a-2) might use these services without limit. 
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illness (the patient to pay 15 per cent of cost after the first 21 days, 
and persons 65 or older not being eligible for more than 90 days care in 
104 consecutive weeks); services of specialists, diagnosticians or sur- 
geons not to exceed 12 weeks in one illness; laboratory and clinic ser- 
vices not to exceed 12 weeks for one illness; nursing services outside of 
hospital; and dental surgery for relief of pain. 

The following additional services might also be made available by 
the Board with or without a charge for services: drugs, medicines, ordi- 
nary medical and surgical appliances; institutional care for convalescents; 
special medical, surgical and dental appliances; general services of den- 
tal practitioner; services of dental specialists; and extension, in indi - 
vidual cases, of practitioner, laboratory, and specialist services, 

The plan would be administered in the State Department of Health by 
a State Commissioner of Health Insurance under a policy-making Health In- 
surance Board consisting of the Health Insurance Commissioner (Chairman), 
the State Commissioner of Health, and 13 members appointed by the Gover- 
nor to represent: employers (4), employees (4), cooperating medical 
practitioners (2), specialists (1), dental practitioners (1), and hospi- 
tals (1). At the local level (the State would be divided into areas), 
there would be local councils consisting of 7 persons - the local Finance 
and Medical Managers, the local public health officer, and representatives 
of cooperating professions, hospitals, employers and employees. The local 
councils would supervise local operation of the plan, collect premiums 
and furnish benefits, and determine the system of remuneration (salary, 
per capita, or fee basis, or combination of these, with special arrange- 
ments possible for group practice), which for general medical and dental 
practitioners would have to be acceptable to the majority of the partici- 
pants in each group. The local administrative agency would include ad- 
visory committees, a Finance Manager, and a Medical Manager (4 physician 
who would pass on disability,-provision of medical services, claims of 
persons furnishing services, and supervision of quality of services), 

One-third of the moneys received under compulsory insurance would 
be earmarked for cash benefits, and the remainder for medical benefits. 
It is estimated that an annual deficit of $250 to $375 million would be 
incurred, which would have to be made up from general State funds. This 
very comprehensive plan was carefully worked out in its administrative 
details, but seemed to be deficient in respect to coverage of several 
millions of the residents of the State, No provision was made for parti- 
cipation by Blue Cross and other voluntary plans. Also, it could not 
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“properly be termed an pearance vlan, since none but those entering vol- 
untarily would pay any part of the cost directly. Non-residents employed 
in the State would benefit from general State funds, but would make no 
contribution. The tax on employers would'seem to be simply a revenue 
device. Difficulties would be antisipated in raising the huge amount 


to be drawn from general State taxes. 


United States (Wagner-Murray-Dingell Bill). In his message to Con- 
gress on November 19, 1945, President Truman requested the adoption of a 
national health program which would include: 


1. A national hospital construction program. 

2. Expansion of public health, maternal and child health services. 
3. Federal aid to medical alinaeice and research. 

4, A national medical insurance program. 

5. A cash sickness benefit program. 


The Hill-Burton Bill now before Congress covers hospital Couubeishians 
A program covering maternal and child health services is found in the 
Pepper Bill, S.1318. The current Wagner-Murray-Dingell Bill (S.1506, 
H. R. 4730) covers items 2, 3 and 4, above, and is generally regarded as 
an expression of the President's views. He estimated that about 4 per 
cent of the national income would be needed for medical insurance, but 
left to Congress the determination of the amount that should come from 
insurance premiums and the amount that should come from general tax funds. 
It seems likely that in accordance with the President's wishes, a cash 
sickness benefit program will be the subject of separate legislation, 
possibly in connection with revision of the whole Social Security Act. 
Title I of the Wagner-Murray-Dingell Bill would provide grants-in- 
aid to States for public health programs, including tuberculosis and 
venereal disease control; maternal and child health, including crippled 
children's services; medical care of needy persons; and training of per- 
sonn@d. The Federal government would pay between 50 and 75 per.cent of 
what a State spends for these programs, with the States having the lower 
per capita incomes getting the greater percentages of Federal aid. Med- 
ical care for needy persons might be provided through payment by a State 
or local agency to the Federal medical insurance system. The United 
States Public Health Service would administer the public health program, 
the United States Children's Bureau the maternal and child health pro- 
gram, and the Social Security Board the program for the medical care of 
needy persons, provision being made for coordination between these and 


the program for medical insurance. 
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Title II covers the medical insurance program. 


The coverage of the program would be.very broad, more so than that 


of Old Age and Survivors Insurance, and would include perhaps 110 million 


persons, 


: i 


as follows: 


All employees in industry and commerce, agricultural and domes- 
tic workers, employees of non-profit institutions, and all 
self-employed persons,- and their dependents (spouse, children 
under 18, disabled adults). Railroad workers, governmental 
employees, casual laborers, the clergy, employees of foreign 
governments or foreign merchant marine, etc. would not be 
covered. 


All persons receiving retirement or survivors benefits under 
the Old Age and Survivors Insurance program. 


Any other person for whom a premium was paid by a public agency. 
This provision presumably would make it possible for governmen- 
tal employees to be covered, 


The benefits would be very comprehensive, including essentially 


everything but drugs, but would be subject to restriction to prevent a- 


buse and to conform to the income of the system. Charges to patients in- 


excess of the amounts allowed by the scheduled rates of payment would not 


be specifically sanctioned or prohibited, except in the case of extra 


charges for more costly hospital accommodations, which were specifically 


authorized. Under certain conditions beneficiaries might be required to 


pay a part of the cost of certain services. The benefits would be: 


ZL. 


General and special medical care - for which beneficiaries 
might be required to pay in whole or in part, if necessary 
to correct abuse. 


General and special dental care, which would include diagnosis, 

prophylaxis and extractions as a minimum, but which might other- 
wise be restricted as to content and age of beneficiaries - and 

for which beneficiaries might be required to pay in whole or in 

part, if necessary to prevent abuse. 


Home nursing care - for which beneficiaries might be required 
to pay in whole or in part, if necessary to correct abuse. 


‘ Hospital care, exclusive of tuberculosis end mental disease, 


limited to 60 days in any one year (but which might be extended 
to 120 days if sufficient funds were available). Extra payment 
might be required of beneficiaries for accommodations more cost- 
ly than the ward type. 


Laboratory benefits, defined as including x-ray diagnosis and 
treatment, refractions by an optometrist, eye glasses and other 
special appliances. Laboratory benefite might be restricted to 
certain services, or payment of only a fraction of the cost. 


All doctors, dentists, optometrists, etc. might participate indi- 


; 
, 
| 
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vidually, or in groups,‘or as staff members of a hospital. Registered 


nurses might participate individually, but practical nurses could work 
only under a qualified nursing agency. Specialists would be qualified 
by the. Surgeon General of the United States Public Health Service, 

All hospitals might participate to the extent that they were ap- 
proved by the Surgeon General for specified services, but the Surgeon 
General would be eee forbidden to supervise or control a hospital, . 
or prescribe its administration, personnel or operation. 

The rates of payment to hospitals would be within limits fixed by 
the law. All other payments would be fixed by the Surgeon General and 
might vary from place to place. . 

2... General medical and dental practitioners might be paid ona 

- fee-for-service, capitation or salary basis, as a majority 
in a given area decided, but the Surgeon General might em- 


ploy one of the methods other than that selected by the ma- 
jority to pay those who did not belong to the majority. 


2. Groups might be paid by any of the methods described above. 


5. Hospitals and their staffs might be paid for inclusive ser- 
vice: 


4, Specialists might be paid on a fee-for-service, capitation, 
salary or per-session basis. 


Oo. Payments for home nursing care would be made to individual 
registered nurses, or to qualified nursing agencies. 


6. Laboratory benefits furnished by a physician or dentist, or 
by anyone to a hospitalized patient, which were incidental to 
diagnosis and treatment, would be included in the cost of the 
diagnostic, treatment or hospital service. Otherwise, pay- 
ments might be made to qualified individuals other than physi~ 
cians. 


7. Payments for hospitalization might. be made to hospitals on a 
per diem basis, or contracted for on a cost basis. The rates 
for general .hospital care would be $3 to $7 per day for the 
first 30 days, and $1.50 to $4.50 for the next 30 days. For 
care in an institution for the chronic sick the rates would be 
$1.50 to $3.50 per day. Hospitals might require extra payment 
from patients for more expensive facilities furnished for lack 
of ward facilities or at the request of the patient, or for 
services. not covered by the contract. _. 


The system would be financed by a self-sustaining fund. The bill 
would authorize an appropriation but would not specify how the money 
should be raised, © 


1. General and special dental benefits, and home-nursing benefits 
for employed persons covered by the bill, and for persons re- 
ceiving retirement or survivors benefits under the Old Age and 
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Survivors Insurance program would be paid for from general tax 
funds. 


2. Hospital benefits, general and special medical benefits and 

laboratory benefits would be paid for in the following manner: 

a. An amount equal to 3 per cent of the first $3,500 of earn- 
ings of all employed persons would be utilized to care for 
such persons and their dependents. (No mention was made of 
employer contribution, but it is assumed that this would be 
required. ) 

b. General tax funds would be utilized for the care of persons 
receiving retirement or survivors benefits under the Old 
Age and Survivors Insurance program. 


3. All benefits for medically needy and other persons for whom a 
public agency might pay the premium, benefits which might be 
rendered to Workmen's Compensation cases, and any other benefits 
that might be contracted for with another agency would be paid 
for from and to the extent of receipts from such agencies or 
individuals. 


4, Administrative costs for the whole program would be paid for 

from general tax funds. 

The Surgeon General of the United States Public Health Service would 
administer the medical insurance program. With respect to general poli- 
cies and rules and regulations ne would be required to consult with an 
official Advisory Council, and to act with the approval of the Federal 
Security Administrator. He would also be required to cooperate with the 
Chief of the Children's Bureau. The Advisory Council would consist of 
the Surgeon General (Chairman) and 16 members appointed by him from pan- 
els submitted by professional and lay groups. Local area committees 
would be established, which would work with the local United States Pub- 
lic Health Service representative and which might submit annual or spec- 
ial reports to the local representative or to the Surgeon General. 

The Surgeon General would be authorized to negotiate with, and 
might utilize local public and private agencies, presumably including 
State or local health or welfare departments, voluntary, industrial, 
union, and similar medical and hospitalization insurance plans. 

In addition to the program of research and training of personnel 
which would be carried on directly by him in connection with this program, 
the Surgeon General would be authorized to make grants-in-aid to non- 
profit institutions and agencies for research and postgraduate profession- 
al education. $10 million would be authorized for 1946, $15 million for 
1947, and annually thereafter a sum equal to 2 per cent of the benefits 
of the medical insurance program. 


To appraise this program from a financial viewpoint, it may be esti- 
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mated that in 1942 there were 45 million persons at some time engaged in “7 
employment covered by Old Age and Survivors Insurance. If the average 
number of dependents is roughly estimated at one, about 90 million per- 
sons in this category would be covered. This group received $58.2 bil- 
lion in wages, of which probably well over 90 per cent, anproximately 
$54 billion, was under $3,600. 3% per cent of this amount is $1.62 bil- 

~ lion. The amount available for medical, hospital and laboratory benefits 
for the group under consideration would thus be about $18 per capita on 
the basis of 1942 earnings. Income payments in 1943 were up about one- 
sixth over 1942, which would yield a per capita of $21.00, and in 1944 
were up one-third over 1942, which would yield a per capita of $24.00. 

In calculations for New York State, the full equivalent benefits on a 
fee-for-service basis would cost about $27.00 per capita, exclusive of 
administration. It appears from these rough calculations that sufficient 
revenues to provide full benefits of this type would require a tax some- 
what in excess of 3 per cent unless fees lower than the New York State 

* Workmen's Compensation Schedule and hospital payments lower than those 
prevailing in this State were employed. However, lower prevailing rates 
_in many parts of the country, and a lack of personnel and facilities in 
many areas would no doubt make the iecan financially feasible, especial- 
ly in view of -the provision for limiting medical and laboratory benefits 
if necessary. Other benefits being provided from receipts or general 

tax funds, no deficit would be anticipated. 

The administrative provisions of the bill may be criticized on the 
ground that too much power would be placed in the hands of the Surgeon 
General. It would seem desirable to have more specific statutory pro- 
visions, and to have more authority vested in a Federal board with policy- 
making powers. A greater latitude for decision and administration at 
the local level would be desirable, and might be afforded by a grant-in~ 
aid program to the States, or a financial-administrative arrangement 
such as exists in Unemployment Insurance, In view of the hazards of 
over-utilization and abuse, especially in home and office care, and the 
great administrative problems, it might be well to begin with a more 


limited program. 
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CHAPTER XVI 
MEDICAL CARE PLANS CONSIDERED BY COMMISSION 


At the outset, the members of the Commission on Medical Care ordered 
its researches and studies to be directed toward possible courses of ac- 
tion, to provide pertinent data upon which to base its decisions. Pub- 
lished material, the proferred and solicited suggestions of interested 
individuals and groups, and the researches of the study staff were sum- 
marized and distributed as soon as available to all members of the Com- 
mission in loose-leaf form, to serve as a basis for reference and for 
discussion at meetings. Over a period of slightly more than a year this 
material, known as Reference Material for Commission Members, amounted to 
nearly 700 pages. The plans which were considered are presented in 


chronological, evolutionary form. 


More Adequate Care for Low-Income Non-Relief Groups 
The Temporary Legislative Commission to Formulate a Long Range Health 


Program found that under the 1939 public medical care programs, care was 
generally available to persons receiving relief. However, they did not 
evaluate the adequacy of such care. They also found that "....medical 
care for the medically indigent group not on relief is far from satis- 
ractory'L/ In a study of 1,547 non-relief cases, it was found that on- 
ly families with very low incomes ($53.63 per month for families averag- 
ing 4.3 persons) were provided with medical or hospital care at public 
expense. In general, hospital care was provided more generously than 
other types of care, although practices varied considerably from welfare 
district to welfare district. Relatively little home medical care was 
furnished for the non-relief group upstate, and in New York City none was 
furnished. | 

The causes for this situation were thought to have lain in the lack 
of professional medical advice in determining medical Eh in a great 
variation in economic standards used in determining financial need, and 
(although not specifically mentioned) a reluctance on the part of welfare 
officials to assume any financial responsibility for families able to 
feed, clothe’ and house themselves. 


1j Medical Care in New York State, 1939, Legislative Document (1940 

No. 91. 

2/ At the instigation of the Commission, in 1940 the phrase "The determin- 
ation as to the medical care necessary for any person shall be made with 
the advice of a physician" was added to the Social Welfare Law, Section 


184. 
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Proposed survey. It was proposed that the same field should be re- 
surveyed to determine whether improvement had been made, and to what ex- 


tent. The proposed survey would have covered the following: 


1. Repetition of the November 1939 study to determine income lev- 
els in the medically indigent group not on relief, for whom 
care was approved,and for whom care was denied by public wel- 
fare agencies. 

2. Determination of income levels in the medically indigent group 
not on relief, for whom care was approved, and for whom care 
was denied by public agencies other than welfare. 

3. Whether the amendment to the law cited®/ had been observed, and 
whether it had bettered the lot of this group. 

4, Whether this group fared better where the determination of med- 
ical and financial need was made by a city or county agency 
with a medical director (full or part-time), than where nsed 
was determined by a town welfare officer, or city or county a- 
gency without a medical director. 

5. Whether the rate of reimbursement to the welfare district might 

have any effect on liberalization of policy toward this group, 

Whether medical care was more freely available to this group 

where provided by salaried physicians than on a fee-for-service 

basis, or vice-versa. 

7. The reasons why the City of New York refused to provide home 
medical care for this group, pursuant to law. 


ON 


Utilization of survey data. It was thought that upon completion of 
the study the Commission should consider: 


be Whether authorization of medical care should continue to be 
vested in the welfare agencies or should be transferred to 
another agency which would 
a. Authorize necessary medical care without financial in- 
vestigation for any recipient of public assistance, 

b. Make its own financial investigation, using uniform 
standards, for any applicant for medical care who was 
not in receipt of public assistance. 

2. Whether medical expenditures for non-relief as well as relief 
cases should be charged to welfare districts, and to what unit 
(town, city, county) the charge should be made. 

3. Whether State reimbursement for medical care in home, office 
or clinic should not be greater han the 40 per cent granted 
for other forms of Home Relief.2 

4, Whether State reimbursement for the costs of hospital care 

should be granted, and in what fashion and to what extent. 


Although the study was initially approved by the Commission for 
completion, it was subsequently abandoned by the Commission at the re- 


quest of the State Commissioner of Social Welfare, 


Medical Insurance for Certain Groups of Relief Recipients 
It is generally agreed that the insurance principle cannot easily 
be applied to Home Relief, Veteran Assistance, or “non-relief, needy" 


cases because frequently these cases become eligible for public assis- 


3/7 Rhode Island, for example, pays 70 per cent. 
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tance only because of sickness, sudden termination of employment, etc, 
Thus, aside from the physically and mentally disabled, the Home Relief 
and Veteran Assistance groups are shifting ones whose members come and 
go rapidly with changes in general and individual economic conditions, 
and which pose an extremely difficult problem for the actuary. In 1938 
there were 298,743 Home Relief cases and in 1943 only 52,102 cases. On 
the other hand, there are three groups which are relatively stable and 
to which it might be possible to apply the insurance principle. 


1. Old Age Assistance. This group is composed of needy persons 
5 years of age or over. Once need has been established in 
such cases, there is relatively little change. In 1938 there 
were 111,143 cases and in 1943 there were 113,165 cases. 

2. Assistance to the Blind. This group is composed of needy blind 
persons. Once need has been established, there is relatively 
little change. There were 2,654 cases in 1938 and 2,755 in 
1943, 

3. Aid to Dependent Children. This group is composed chiefly of , 
fatherless children in homes where the mother or other rela- 
tive needs financial assistance to preserve the family group 
until the children are 18 years of age. Ordinarily, this 
group is quite constant, but owing to a variety of conditions 
probably associated with the war, such as opportunities for 
mothers to work, cases have decreased from 34,768 in 1938 to 
18,493 in 1943, Nevertheless, this is ordinarily a relatively 
stable group. 


The relative stability of these three groups has been recognized to 
the extent that administrative regulations permit inclusion of an item 
for medical care in their monthly budgets. These groups, totaling 
134,413 cases in 1943 and representing perhaps 158,000 persons, might be 


suitable for application of sickness insurance, 


Application of the insurance principle. It has been suggested that 
the insurance principle be applied to the categorical relief group to: 


1. Reduce administrative costs and red tape. 

Secure a more uniform practice of providing medical care. 

Increase the quantity and quality of medical care. 

Reduce costs to localities and States by spreading the costs 

through insurance to take full opportunity of Federal funds. 

For example, under the present system Federal financial par- 

ticipation of 50 per cent in an Old Age Assistance Case 

does not continue beyond a total monthly budget of $40. How- 

ever, if the insurance principle were applied a premium for 

sickness insurance might be included in the budget of all. 

(An anticipated change in Federal regulations excluding medi- 

cal expenditures from the "ceiling" of $40 would invalidate 

this reason.) 

5. Gain experience with the administration of a public sickness 
insurance system. 


Comments. Careful study of this proposal indicated that little 


Fw Mw 


would be gained therefrom. The public would in any event pay from tax 
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funds the entire cost of medical care for these relief groups. Because 
the cost would be the same under either the present or an insurance sys- 
tem, there would be no spread of risk and thus no true application of 
the insurance principle. The group is numerically so small that the 
administrative experience gained would not be great, and administrative 
costs undoubtedly would be relatively high. Although red tape might be 
eliminated in the sense that medical care would not be administered un- 
der the rules of the public welfare department, the insuring agency 
would be faced with the necessity of imposing controls and regulations 
amounting to practically the same degree of red tape. Whether the quan- 
tity and quality of care would be improved is uncertain. The greatest 
advantage to be gained would be securing Federal funds not available 
under present rules; however, this advantage would disappear with the 
enactment of anticipated Federal legislation. 

It therefore seemed that the purchase of medical and hospital in- 
surance for categorical relief recipients would not be warranted at 
present. The possibility should, however, be reconsidered if and when a 
uniform comprehensive medical insurance plan becomes available through- 


out the State. 


State Aid for Diagnostic and Health Centers in New York State 

It has been frequently suggested that the State give financial aid 
to the operation of a system of diagnostic centers. Reference is usual- 
ly made to the plan advanced by the late Herman M, Biggs, then State 
Commissioner of Health, as set forth in the Sage-Bill of 1920. 

Services provided by health centers. As destribed in the Sage 
Bill a health center would be more of an administrative than a physical 
unit. It would embrace general and special hospital facilities, diag- 
nostic and therapeutic out-patient clinics for all types of illness, 
laboratory service of all types, and public health nursing service - in 
fact, all of the preventive, diagnostic and curative services. Services 
would be rendered by full or part-time salaried physicians in the employ 
of the center. 

In addition, the State Department of Health would provide for per- 
lodic clinics and consultations by specialists at the center, to which 


private physicians might bring their patients. 


47 This constitutes a substantial part of A Health Plan for the State of 


New York - A Memorandum Prepared for the New York State Commission on 
Medical Care, L. H. Pink, December 11, 1945. 
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Eligibility and payment for services. Any person who wished to do 
so might turn to the health center for services, regardless of his abil- 
ity to pay. However, a means test would be applied by the superintendent 
of the center, and patients would be required to pay in accordance with 
their ability, up to the full charge for service. The public welfare 
district would be liable for the costs that the patient could not pay. 

In the clinics of the health center, all services would be rendered 
by salaried physicians and, presumably, most of the hospital care would 
be rendered by such physicians. However, a private physician who had 
been attending a patient prior to admission to a hospital of the health 
center would be allowed to continue to treat the individual as a private 
patient in the hospital, if the patient desired. 

Administration. Health centers could be established by county or 
city legislative bodies. A board of managers of seven members, at least 
two of whom would be physicians, would exercise general administrative 
powers. The board would make rules and regulations as advised by the 
medical council, concerning medical matters, fees to be charged, and 
the salaries of employees. The board would appoint as its executive of- 
ficer a superintendent, qualified as provided by the State Public Health 
Council. A medical council appointed by the board would be in charge of 
the medical and surgical affairs of the center. All of the facilities 
and activities of the center would be subject to the general supervision 
of the State Department of Health. 

Financing. Funds for establishing and operating the center would be 
derived from fees charged patients, from general municipal taxes, and 
from State-aid. Since it would be the purpose of the Sage Bill to provide 
additional hospital and clinical facilities, grants would not be made for 
existing facilities, except special clinics for maternal and child wel- 
fare, tuberculosis and venereal disease. For new facilities and services 
approved by the State Commissioner of Health, State-aid of 50 per cent 
(within certain limits) would be granted for hospital and clinic construc- 
tion, maintemence of laboratories, and free treatment given in the clin- 
ics. A fixed sum per day would be granted for each free hospital patient. 

Comments. This bill had three major aims. The first was improve- 
ment of the quality of office and hospital practice through salaried 
group practice. The acceptance of the service would be voluntary, and 
payment would be made according to ability. The second aim was improve- 
ment of the quality of all types of medical care through making avail- 
able the specialist consultations, hospital facilities, and diagnostic 
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services of all kinds. The third was to increase the quantity of care 
available by lowering costs through State-aid, and the employment of 
group methods of providing care. 

The plan would not supplant the private practice of medicine, but 
would compete with it in the fields of office and hospital practice. 
The plan would not cover physicians’ services in the home. Its greatest 
weakness would seem to be in that it was permissive rather than manda- 
tory for cities and counties, which would probably result in an uneven 
acceptance throughout the State; further, even 50 per cent State-aid 
would bee babily be insufficient to enable the smaller and poorer locali- 
ties to adopt it. In other respects, it seems to have been well con- 


ceived and worthy of serious consideration. 


Medical Insurance Plans in General 

Sensible of the wishes of the Governor and Legislature, the Com- 
mission sought a method which, not only immediately but in the future 
as well, would improve the quantity and quality of medical care without 
disturbing the general pattern of medical practice. Two chief methods 
were explored,of which the first was: 

Extension of the existing pattern of governmental medicine, as 
exemplified by the programs of the State Departments of Social Welfare, 
Health, Mental Hygiene and Education. This method consists of increas- 
ing the amount of "poor man's medical care" by raising the level of 
financial eligibility, and of broadening existing programs or develop- 
ing new programs of free medical care for specific diseases or services, 
e.g., free diagnosis and treatment of cancer, rheumatic fever, and 
orthopedic defects. The apparent advantage of this method is that it 
initially departs but slightly from the existing scheme of things. As 
it applies to many measures, chiefly preventive, it is a proper exercise 
of the police power of the State, and should be provided as a govern- 
mental service. However, for the great bulk of conditions requiring 
medical care it is, or may ultimately lead to, State medicine, to the 
rendition of services by physicians in the employ of the State, and to 
dependence of the people on the general wealth of the State rather than 
on their personal contributions. 

Medical insurance financed by personal contributions constituted 
the second method explored. It consists of applying the "magic of 
averages" to medical costs, employing the insurance principle now prac- 


ticed by the large number of New York State's residents enrolled in 
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hospitalization and/or medical insurance plans. The advantage of this 
method is that the practice of obtaining service from independent in- 
stitutions and practitioners of medicine is unchanged. The individuality 
of the medical practitioner is unimpaired, free choice of physician is 
preserved, and people receive benefits for which they make direct, per- 
sonal contributions, 

A program having the general form of this second method, medical 
insurance, seemed to be the better suited to the wishes and needs of the 
people and the intent of the Governor and Legislature. 

The present status of voluntary medical insurance. Commission 
studies revealed that approximately 23 per cent of the population of the 
State was covered by hospitalization insurance purchased from voluntary, 
non-profit (Blue Cross) organizations. The coverage by other types of 
hospitalization insurance amounted to no more than an additional 4 per 
cent. 

About 3.6 per cent were found to be covered for some of the costs 
of physicians’ services by non-profit, prepayment medical care or insur- 
ance plans (industrial, medical society, private group clinics, and 
consumer-sponsored), and about 3.3 per cent by private (commercial) in- 
surance. 

State assistance to voluntary plans. The possibility of assisting 
voluntary plans to extend their coverage was explored through various 
channels. Following a meeting with representatives of the major Blue 
Cross hospitalization insurance plans, the latter group organized a study 
committee which made recommendations to the Commission. Their suggestions 
for assistance that the State might give were of a rather minor nature. 
They concludéd (without approving the principle) that the objective of 
covering essentially all of the people of the State at an early date 
would be achieved only by adoption of legislation compelling the pur- 
chase of hospitalization insurance, 

. A meeting with the Medical Planning Committee of the Medical Soci- 
ety of the State of New York produced the opinion that any obligation to 
the public would have been discharged when insurance against the costs 

“of major illness was made available (as it is,or soon will be) through- 

out the State. They did not recognize the inability of many self-sup- 

porting persons to pay the premiums for this type of insurance. They 
advised the Commission to limit its interest to the care of the indigent 
and near-indigent, and to do nothing toward encouraging, subsidizing, or 


otherwise developing voluntary or other insurance for any group other 
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than the indigent. Representatives of the non-profit medical insurance 
plans also thought that there was little the State could or should do, 
except to make it possible for municipalities to make payroll deduc- 
tions and contribute toward premiums for their employees who ermrolled 
in voluntary plans. 

Proposals have been made, however, by national and local represen- 
tatives of Blue Cross plans, members of the United States Senate, and 
other groups, for governmental subsidy of existing voluntary medical 
and hospitalization insurance organizations. Such proposals were not 
considered by the Commission to be feasible because, first, they would 
entail the use of public moneys for the benefit of a limited group se- 
lected not on the basis of need but on the basis of having voluntarily 
paid a premium to an insurance organization, and, second, the New York 
State Constitution expressly prohibits the loan or gift of State funds 
to any private individual or corporation. 

A "voluntary" health insurance bill* introduced in Massachusetts 
proposed that if 75 per cent of the employees of a firm recorded their 
wish for health insurance, the employer would be obliged to furnish it 
and pay one-half of the cost. In addition to the fact that such a plan 
would be extremely difficult to administer, it could not properly be 
termed voluntary because it would be compulsory for the employer. 

Among the other obstacles to increasing medical and hospitalization 
insurance coverage on a voluntary basis are: the impossibility of grad- 
ing premiums in accordance with ability to pegs the actuarial dangers 
of enrolling members at reasonably low premiums except in groups based 
upon employment, which eliminates many self-employed, casual, agricul- 
tural and other workers; the medical opposition to combining hospitali- 
zation and medical insurance organizations; and the rather limited 
physicians' services offered as benefits. 

Upon analyzing the proposals made by persons interested in greatly 
extending coverage by voluntary insurance plans it was found that they 
entailed: 

compelling the payment of taxes to be used as a direct subsidy to 

the voluntary insurance plans, or 

compelling the payment of taxes to be used as a direct subsidy to 

the low-income person or family wishing to enroll in a voluntary 

insurance plan, and for automatic enrollment of the indigent, or 
compelling the employer to pay about one-half of the premium for 
persons wishing to enroll in a voluntary insurance plan. 

S[UNia was to have been attaapted ‘by the Kealth Tisuseiea Sina oe eee 


New York, but has been abandoned. 
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There was no escape from the conclusion that voluntary insurance could 
not be extended to cover all of the population without compelling those 
of above-average income to assist those of below-average income. 

Compulsory medical insurance. Since the degree of compulsion dis- 
closed by the above analysis seemed to be generally acceptable, a means 
was sought of making it possible for everyone to obtain benefits from a 
voluntary insurance plan through a form of indirect financial assistance 
to persons and families of below-average income. This could be accom- 
plished through the State constitutional authority to compel persons to 
contribute in accordance with ability to pay. The element of compulsion 
could be limited to the contribution, and the contributor would be free 
to receive service through the existing voluntary plans. In this fashion, 
the objective of enrolling the indigent, the near-indigent and the un- 
acceptable medical risks by means of a governmental subsidy would be 
realized. 

The term "compulsory" as applied to medical insurance may have a 
variety of meanings. In its least comprehensive form it may mean only, 
as in the case of the Massachusetts bill previously cited, that the em- 
ployer is compelled to pay one-half of the cost of insurance voluntarily 
purchased by his employees. In its most comprehensive form it may mean 
complete governmental control, from contribution to the actual provision 
and complete control of every phase of medical service. For the purposes 
of the Commission it has meant only that everyone would be compelled to 
contribute in accordance with his ability to pay. The widest possible 
latitude would be afforded for voluntary selection of the administrative 
agency and the physician, dentist, hospital, etc, 

Because there is an undeniably strong movement throughout the na- 


tion for compulsory medical insurance, existing and proposed plans and 


-the public attitude were studied carefully. 


The public attitude toward compulsory medical insurance. From vari- 
ous surveys, including the one conducted by the Commission (see Chairman's 
supplementary report, and PART 3 of this report), it appears that a = 
majority of the people want some kind of insurance covering hospital care 
and medical care and that a majority would support a compulsory govern- 
ment insurance plan. The people of New York State expressed their atti- 
tude toward medical insurance in 1938 by voting by a large majority that 
"nothing....in this constitution contained shall prevent the legislature 


from providing for....the protection by insurance or otherwise, against 
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Commission studies. To permit study of the basic principles in- 
volved in compulsory insurance, the Commission ordered the preparation 
of a basic plan for hospital care which would embody the principles of 
(1) coverage of all residents of the State, (2) compulsory contributions, 
and (3) provision of service by the State and by voluntary and private 
insurance organizations, the plan to be so framed that other features 
such as medical care in the hospital or in the physician's office could 
be added with little or no revision of the basic plan. Committees were 
appointed to study the various features of this plan, it being under-_ 
stood that they would be free to consult authorities outside of the 
Commission membership. The committees were as follows: 

Nursing. Miss Sheahan, Chairman, Dr. L. Brown, Miss Gelinas, 

Miss Hall 

Binge: Mr. Winston, Chairman, Senator Hammer, Assemblyman 

Mailler | 

Usage. Assemblyman Mailler, Chairman, Msgr. Bingham, Dr. L. 

Brown, Dr. MecCurdy 

Administration, Dr. MacKenzie, Chairman, Dr. Godfrey, Mr. 

Lansdale 

Benefits and Coverage. Dr. Weiskotten, Chairman, Dr. Godfrey, 

Senator Joseph, Dr. MacCurdy 

Public Opinion Survey.. Dr. Levy, Chairman, Assemblyman Farb- 

stein, Mr . Lansdale, Mr. Winston 

From the reports of these committees and discussions by the Com- 
mission as a whole, a set of guiding principles for any medical insur- 


ance program were evolved and adopted by the Commission. 


Guiding Principles for a Medical Insurance Program 
1. All persons should be covered. Selective Service, school, pre- 


employment and similar medical examinations and surveys reveal a large 
number of our people to be suffering from remediable or preventable 
physical and behavioral defects. These defects are more common in per- 
sons for whom care is not easily available because of their geographic 
location, type of employment or economic status. This is a matter of 
public concern because disability in adults impairs productive capacity 
and leads to financial dependence on the community, and because indif- 


ference, poverty or improvidence of parents may deprive children of 


67 Constitution of the State of New York, Articte Vil. a 
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their rightful heritage of health. 


To overcome these obstacles to good care for all, persons of all 
groups and classes should be entitled to the benefits of a prepaid medi- 
cal care plan. Thus, there should be included the regular wage earners, 
the self-employed and those irregularly employed, the indigent, and the 
dependents of these persons, without any means test or income limit. 

2. Complete benefits should be available to all. Persons temporar- 
ily or permanently unable to contribute more than the fixed amount for 
insurance should be able to obtain complete medical service without 
additional payment. Because there would be no means test, such complete 
service would be available to persons at any income level. On the other 
hand, in the interest of preserving freedom of choice and avoiding regi- 
mentation, persons willing and able to pay more to indulge personal 
preferences and a desire for more costly service should be permitted to 
do so. The plan should thus provide: 

a. complete service without additional payment, for those who 
wish it, regardless of their financial status; and 

b. an allowance approximating the actual cost of basic service 
to be paid by the insuring agency to the person or agency providing 
service, against bills contracted by those desiring to pay more. 

Exclusions. The care of tuberculosis and mental disease, the com- 
munity aspects of detection and control of communicable disease, and med- 
ical service for school children, all of which require the application 
of mass methods and which are traditionally a responsibility of govern- 
ment, should be provided as public measures and should be excluded from 
the insurance features of the plan. The care of inmates of correctional 
and custodial institutions should also be excluded. All other medical 
services rendered directly to individuals, except in Workmen's Compensa- 


tion and other forms of private liability, should be included in the pro- 
gram. 
3. Compulsion should be limited to the contributory features of 
the plan. Compulsory contribution, a measure which is expressly provided 
for in the Constitution of New York State, is the only means of making 
medical care available to all. However, to preserve the traditional 
American principles of individual initiative and free enterprise, com- 
pulsion should be restricted to the minimum degree necessary to accom- 
plish this objective. 
Limiting compulsion to the feature that everyone contribute financi- 


ally to a medical care system would avoid regimentation and would classify 
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this measure with other accepted compulsory contributions for the public 
welfare, such as education, defense, highways, police and fire protection, 
The greatest possible choice should be retained with respect to type of 
service, the person or agency rendering the service, and the right to 
refuse service or to purchase extra service. 

4. Free choice of service should be allowed. Preservation of the 
integrity and freedom of action of the individuals and agencies provid- 
ing medical care is of great importance in maintaining quality of service. 
Any qualified institution or professional person should be free to serve 
or to decline to act under the plan. Those participating should be free 
to serve in either a group or individual capacity. Individual practition- 
ers should have the right to decline or accept any individual patient. 

A patient other than a hospital patient should have free choice of phy- 
' gician or group of physicians. As a hospital patient he should have 
free choice of physician, subject, however, to the rules of the hospital. 

To preserve freedom of choice by the patient, any person should be 
free to elect at any time either 

a. complete service, without additional payment, which service 
would consist of basic hospital care, or medical service by a group 
organized for this purpose; or 

b. the purchase of more expensive accommodations or personal 
service, the patient to pay the difference between the amount 
charged and a@ basic allowance fixed by the insuring agency. 

5. Contributions should be in accordance with ability to pay. 
Everyone would benefit from sickness insurance end everyone should con- 
tribute according to his ability.. That everyone might realize he was 
paying to the extent of his ability for service received, contributions 
should be clearly designated as for medical care. A material part of 
the cost should be met from a premium to be paid by everyone who has the 
means, based roughly upon what people now pay for care; in addition,a 
part of the cost should be borne by a tax on income, with an upper limit. 
No contribution should be required of employers. Localities should con- 
tribute for persons receiving public assistance. - Funds required in ad- 
dition to those realized from contributions should be derived from gen- 
eral ies peeenes, 

6. Payment should be adequate to insure good medical care. The 
object of a medical care program is to protect and promote the health of 
the people. The people do not now receive all of the care that is needed 


because of inability to pay, and because of unawareness of need. Because 
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expenditures at the’ current level will not pay for all of the care that 
is or will be necessary, revenues and payments should be adequate to in- 
sure good medical care by providing all that is needed. The remuneration 
of individuals rendering service should be in conformity with the high . 
standards of care expected of them, and in accordance with their invest- 
ment of time and money in training. 

7. Administration and direction should be under professional super- 
vision. The authority to practice in the medical and allied professions, 
and to establish and maintain hospitals, is granted by the people. The 
basic control of a medical care program is likewise vested in the people 
and their wishes should be consulted through their representatives in the 
Legislature. The professional aspects of a program require expert knowl- 
edge and should be directed by professional persons of proven competence, 
Administrative policies should be formulated with the advice of regularly 
constituted boards representing the interests involved - professional for ~ 
professional matters, public for public matters, and a suitable combina- 
tion for matters involving both. 

In providing service, the integrity and freedom of action of indivi- 
duals and amencies should be preserved. Disputes should be settled and 
abuses controlled by the administrator with the advice of appropriate 
professional boards. Administration should be decentralized on a region- 
al basis in order that local variations might be taken into account and 
opportunity be afforded for personal working relations between the admin- 
istrator and persons or agencies providing service. Appropriate local ad- 
visory boards should function in each region. 

8. Care of good quality should be a major aim. To justify its cre- 
ation and existence a medical program should provide care of good quality. 
The organized medical profession states that its opposition to any com-_ 
pulsory feature of a medical care program is based upon the belief that — 
the quality of care would inevitably suffer. To guard against this dan- 
ger a program should leave the primary responsibility for quality where 
it now rests, i.e., with the medical schools, the organized medical and 
related professions, and the voluntary agencies. Public aid should be» 
rendered these organizations in discharging this responsibility by guar- 
anteeing their freedom of action and, materially, by assisting them in 
the development and maintenance of facilities and opportunities for re- 


search and continuing postgraduate education. 
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9. Facilities and services should be located in accordance with 
“determined needs. The increased ability to purchase medical care which 
would be gained under the insurance features of a medical care program 
would not of itself be sufficient to guarantee the geographic distribu - 
tion of facilities and services in accordance with needs. Physicians 
and other personnel of high quality would not be attracted to canmunities 
Where the facilities and services necessary for good, modern medical 
practice were not readily accessible. Also, some communities would not 
have the financial resources for necessary capital expenditures. In 
order that there would be distribution according to need, the medical 
care program should include provision for loans or grants; under the 
State constitution these may be made only to local governments. The es- 
tablishment or augmentation of facilities and services should be made in 
accordance with.a plan for integrated regional development. 

10. Continuous improvement should be sought through research. 
Research in medical sciences would continue to exist independently. In 
the medical care program, research for the purpose of improving and 
Simplifying administrative methods, and for determining and meeting 
medical needs should be a continuous and important activity. 

11. Education of the publie should be carried on. To realize the 
potential benefits in a medical care program the public should be taught 
to use it properly. Medical care should be sought when and to the ex- 
tent needed, and should not be sought when unnecessary. Emphasis should 
be placed on the use of medical benefits for prevention of disease and 
disability. Education of the public in the purposes and proper use of 
the services available should be an integral part of the program. 

12. Prevention should be emphasized. The occurrence of some di- 
seases can be prevented; there are others which cannot Be prevented but 
in which permanent or prolonged disability may be prevented by early 
detection and prompt treatment. Departments of health and related a- 
gencies should vigorously pursue such preventive activities as environ- 
mental sanitation, industrial hygiene, accident prevention, the control 
of communicable disease, and the application of mass methods for early 
case finding. The medical care agency should in no way restrict the 
public health agency in the latter's duty of determining needs and de- 
vising methods by which such needs should be met. It should be the 
function of the medical care plan to supplement and implement the broad 
public health program by making it possible for individuals to obtain 


the medical care necessary to accomplish the objective of prevention. 
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Summary of Features of Plans Studied 

Although it would be ideal to provide complete medical, dental and 
hospital service in a program, a majority of Commission members believed 
that certain financial and administrative considerations would make it 
impossible to attain this idea at present. Accordingly, a great variety 
of plans were prepared, several of which are eummirized in this section. 
The cost of other plans may be derived from the detailed figures given 
in Chapter XX. The broad features of coverage, benefits and their costs, 
administration, and revenues are dealt with in subsequent chapters. 

In examining the summaries it should be kept in mind that although 
the cost figures are as accurate as it is possible to make them, they 
are not necessarily final. For example, hospital service costs were 
based upon 1942 figures and would probably have to be revised upward for 
a plan inaugurated in, say, 1947. The cost of physicians' services 
were based upon the New York State Workmen's Compensation Fee Schedule, 
and a different fee schedule might result in somewhat different figures. — 
In all of the plans, coverage would be provided for all residents of the 
State within the specified age groups. Workmen's Compensation cases, 
_and tuberculous and mental cases after diagnosis would be excluded. In- 
dividual medical services would be paid for chiefly on a fee-for-service 
basis. Hospitals would be paid on a cost basis for basic. service, i.e., 
.the equivalent of ward accommodations, plus all necessary nursing, lab- 

_ oratory, x-ray and related services. To the total cost of benefits there 
ras been added about 10 per cent as operational or administrative cost. 

There would be no interference by the State in the voluntary selec- 
tion by patients of physicians, dentists, hospitals, etc. 

The contributions that would be required are only illustrative. They 
have been derived by dividing the estimated cost of the plan by the es- 
timated personal income that would be subject to taxation in a normal 
postwar year. As stated in Chapter XXII, about $12,000 million would 
be reached by a tax applying to the first $5,000 of income, and about 
$14,000 million by a tax on all personal income. 
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Table 1. Summary of Benefits Provided, Total Annual Costs, Average Per Cenita 
Cost, end Illustrative Tax Rates and Contributions Under Seven Different Plans for 
Medicel Care or Insurance 


Physician, ali care 
home, office and hospital 

Physician, home & office only 

Physician, surgical & obstetri- 
cal care - home, office and 
hospital 

Eye refractions 

Physician, all care ies & 
years - home, office and 
hospital 

Physician, well-child care, 

under & years 

Diagnostic x-ray & laboratory 
Hospital patients only 
Home and office patients 

Dental service, under & years 

ag eg big complete 


Cost of ‘bene? re 


sabe Fe] 938 


mine 
$5,000 of income | 
ER EO ES) 


Included in "Physician, all care - home, office end hospital." 
Included in "Hospital service, complete." 
Included for children in "Physician, all care under % years - home, office and 
Focaiinl.® 
a Home and t¥fice service included in "Physician, home and office only." 
Under Plan 6, per tapita cost is for children under 8 years of age. 

2 Not computed, because tax for Plan 6 would probably not be on straight income 
Dasise 


ote. 


Plan 1 


Plan 


Flan 


Plar 


Plan 


Plan 


Plan 
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The plans summarized in Table 1 may be described briefly as follows: 


1: Comprehensive. This plan would provide all medical, neepbean: 
> See diagnostic service, visiting nurse service, and comp lobe pre- 
ventive and dental service for children under 8 years of age. It 
would cover practically all medical needs at an average per capita 
cost of $32.00, and would require a tax of from 3.14 to 3.67 per 
cent of personal income. 


2: _Surgical-obstetrical-hospital-diagnostic-child care. This plan 


would correspond roughly to the combined service purchasable from 
most non-profit hospitalization and medical care insurance plans. 
However, in addition to hospital service and surgical and obstetrical 
services rendered by physicians in the home, office or hospital, it 
would add the important reatures of complete x-ray and laboratory 
diagnostic service for persons of all ages, complete medical and 
dental care for children under 8 years of age, and visiting nurse 
service. 


It would cover the major costs of illness for adults, and all 
care for children, at an average per capita cost of $20.15, and would 
require a tax of from 1.98 to 2.31 per. cent of personal income. 


Flan 3: Hospital-diagnostic-child care. This plan resembles Plan 2, ex- 
ee eat that it would not provide physicians' services for obatetrioal 
cases or for surgical cases in persons over 8 years of age. It 
would cover a major item of medical costs for adults and all care 


for children at an average per capita cost of $14.33, and would re- 


quire a tax of from 1.41 to 1,64 per cent of personal income. 


4; Surgical-obstetrical-diagnostic-child care, This plan resembles 
Plan 2, except that it would not provide hospital service other than 
for x-ray and laboratory diagnosis. As in Plan 3, a major item of 
medical costs for adults and all care for children would be covered. 
The average per capita cost of $13.02 would require a tax of from 
1.28 to 1.49 per cent of personal income. 


5; Hospital. This plan would provide only hospital and visiting 
nurse service. It would cover a major item of medical cost, ex- 
tending to everyone basic benefits somewhat greater than are pro- 
vided by the Blue Cross plans. The average per capita cost of $8.73 
would require a tax of only 0.86 to 1.0 per cent of personal income. 


Plan 6; Child care. This plan would provide complete medical, dental, 
~ hospital and preventive services for children under 8 years of age. 
It would provide a sound experimental approach to universal compre - 
hensive medical aiesteabaneiain 


Plen 7: Home and office care. This plan would provide all home and 
"office care by physicians, emphasize prevention and early diagnosis, 
but would also include curative services. Jt would cover an impor- 
tant sector of medical need at an average per capita cost of $15.00, 
and would require a tax of from 1.57 to 1.83 per cent of personal 
income. - 
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CHAPTER XVII 
CONFERENCES ON MEDICAL INSURANCE WITH REPRESENTATIVE GROUPS 


Plans Discussed 
‘ In August 1945 the Commission undertook to consult groups representa- 
tive of agriculture, labor, industry, commerce, medicine, dentistry, nursing, 
hospitals, voluntary (non-profit) and private insurance agencies writing 
medical and hospitalization insurance. To serve as a basis for discussion, 
conferees were provided with a 47~page booklet entitled Alternative Plans 

for Medical ‘Insurance in New York State. The booklet briefly reviewed the 

studies and deliberations of the Commission and set forth three alternative 

plans which the Commission had adopted for the purposes of these discussions. 

The three plans are presented in Table 1 as they appeared in the booklet, 

A detailed description of the features of the plans was also presented, to- 

gether with a description of the methods employed in arriving at the cost 

and revenue figures. The features of all three plans may be summarized as 

follows: 

1. General objective. The extension of coverage similar to that now 
afforded by voluntary medical insyrance plans, to all persons through 
a form of indirect financial assistance to persons and families of 
below-average income. This would be effected by use of the State 
constitutional authority to compel persons to contribute to such a 
plan in accordance with their ability to pay. The element of com- 
pulsion would be limited, however, to the contributory features. 

The effect of the plan would be to make medical benefits available 
to those who otherwise would not receive them because of lack of 
means, or because of indifference. 

2. Coverage. Every person who had resided in the State for a year or 
more would be covered, including the indigent. 

3. Benefits. (As designated in Table 1). 

4. Provision of benefits. Beneficiaries could freely exercise the right 
to select their physicians, dentists, hospitals, etc., subject only 
to the consent of such physicians, dentists or hospitals. 

General medical and dental service could be obtained, without 
prior authorization, from any lic ensed practitioner or ap proved 
medical or dental group. Specialist services could be obtained, 
upon recommendation of the attending physician and without prior 
authorization, from any physician qualified by an American Medi- 


cal Specialty Board or by the State Administrative Agency. 
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Table 1. Summary of Features of Three Plans Discussed 


All residents All residents All residents 


Physician - all services | Physician - all services 
Benefits 


in hospital a/ in hospital 
Home nursing Home nursing Home nursing 
Benefits| Free choice of practi- 
provided tioner & hospital 


X-ray & laboratory diag- | X-ray & laboratory diag-| X-ray & laboratory 
through 


nosis nosis diagnosis 

Hospital patients Hospital patients Hospital patients 

Non=hosvital patients Non—hospital patients Non+hospital vatients 
Dental care,children 3-8 | Dental care,children 3-8] Dental care,children 3=2 
Hospital service a/ Hospital service a/ 


Free choice of practi- 
tioner & hosvital 


Free choice of vracti- 
tioner & hosvital 


Service and indemity d/ Service and indemnity b/ Service and indemnity »/ 
Physician $93.0 Physician $93.0 
Home nursing 204 Home nursing 2.4 Home nursing $ 24 
X-ray & laboratory X-ray & laboratory X-ray & laboratory 
diagnosis diagnosis diagnosis 


Hospital patients (in- 
cluded in hospital) 


Hospital patients (in- 
cluded in hospital 


Hospital pa- 18.5 
tients , 


service) 
Non=hosvital Non=hosvital Non=hosvital 

patients 16.0 patients 16.0 patients 16.0 
Dentists 9) Dentists 9.0 Dentists 9.0 
Hospital service 107.6 Hospital servicel07.6 

Administration 14.0 Administration 2300 Administration 13.5 
Reserve [el Reserve 11.5 Reserve [20 
Total 160.0. Total 26265 Total 15505 


Revenues | Premiune@$6.00 Premium 6$7.50 69-75 |Premium @$6.00 55.8 
in Income tax Income tax 161.55 |Income tax TleT 
millions | Local @$0.25 364 Local @$2.25 3020 Local @$2.00 27-0 
of Federal 0.2 Federal 1.2 Federal 1.2 
dollars Total Total Total 


a/ Includes anesthesia. 

b/ Service for home nursing, x-ray and laboratory diagnostic service, basic hos- 
pital service, anesthesia and dental care. Combined service and indemnity for 
physicians! services. 
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The governing board, or any group of physicians or dentists 
who constituted the staff of a non-profit or public hospital or 
dispensary,could incorporate as an approved medical or dental 
group under the plan. 

Any qualified individual, laboratory or hospital could pro- 
vide x-ray and laboratory diagnostic service, without prior auth- 
orization, upon recommendation of the attending physician. Any 
non-profit or public nursing agency could contract to provide 
visiting nurse service,without prior authorization, upon recommen- 
dation of the attending physician. 

Any hospital would be free to provide service,without prior 
authorization, upon recommendation of a physician. 

5. Payment for service. Medical and dental services would be paid 
for at rates in a fee schedule established by the State adminis- 
trative agency in consultation with the professions. Physicians, 
dentists and groups might make charges in addition to the fees 
allowed under the plan but, as in voluntary plans, payments to such 
persons and groups might be pro-rated if necessary to balance in- 
come and expenditures. 

However, groups or individuals might agree to provide service 
at fees not in excess of the schedule, in which event they would 
be guaranteed the full fee. These obligations would be settled 
before payment was made to individuals and groups who did not 
agree to this practice. 

X-ray, laboratory and home nursing services would be paid for 
at rates contracted with the administrative agency. Extra charges 
would not be sanctioned. 

Hospitals would be paid on a per-diem cost basis. Extra 
charges would be sanctioned only for more costly accommodations 
(private room, etc.) | 


Contributions. 


ON 


a. Individual premiums. Each resident of the State 18 years of 
age or older (not in receipt of public assistance) would be 
required to pay an individual premium of nominal amount, per- 
haps $5.00 or $7.50. This would serve the purpose of empha- 
sizing to each person that he was making direct payment for 
benefits available to him; it would ensure some income from 


the casually employed and others who might otherwise escape 
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taxation, and would also serve as a registration device. 

b. Tax on income. Residents, and others who derived income from 
within the State, would be required to pay a flat-rate tax on 
the first $5,000 of gross earnings and other cash income, 
less expenses incurred in the production of such income. No 
exemption would be allowed for dependents since they would 
benefit under the plan and no charge would be made for them. ~ 
Non-residents would be taxed only on earnings in the State, 
and would be permitted an exemption of $500. The greater 
part of the tax would be collected by withholding from wages 
and salaries. 

The amount of the individual premium or premiums paid 
by 2a family would be credited against the tax payable on 


income. 


Cy 


Public welfare district contributions. In return for being 
relieved of present expenditures for the indigent, local pub- 
lic welfare districts would be required to contribute a rea-. 
sonable sum on the basis of the general population of such 
district. Contributions would be based upon general popu- 
lation rather than relief load, to permit tax stability in 
periods of economic depression. 

d. Federal moneys. Federal moneys available to the State for 
medical care under child welfare, vocational rehabilitation, 
old age assistance programs, etc. could be received by the 
plan for benefits furnished by it. 

7. Deductions. There could be deducted from the total tax liability 
of an individual or family, payments made to a non-official in- 
surance agency for medical and/or hospitalization insurance, and 
also the value of pre-paid medical services financed by an employ- 
er, union, etc. The amount deductible would be fixed by the 

State administrative agency as the amount equivalent to the cost 

of benefits specified in the ei 2 This device would permit 


1/ For example, a man with wife and two children, with income of $4,000 
per year might be liable to a total tex of $50. This family might pay 
$42 per year to a private plan for benefits equivalent to those furnished 
under the State plan, and the State-fixed allowance might be $40, which 
would leave $10 as the net tax liability. 

On the other hand, a family with $2,500 income might have a total tax 
liability of oniy $32. This family might choose to pay $40 to a private 
plan, which would cancel the tax liability. 
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an individual or family to join or continue in a non-official 

plan if desired, and to continue to benefit from contributions 

made on their behalf by an employer. 
8. Administration. 

a. State. The formulation of policies and the enactment of a 
medical insurance code to supplement the basic law would be 
entrusted to a State agency representing the public and the 
participating professions. Appropriate professional or tech- 
nical committees advisory to the agency and director would 
be authorized. The administrative and executive powers would 
be entrusted to a director appointed by the Governor. 

b. Local. Administration would be decentralized, and the great- 
est degree of local autonomy possible granted through utili- 
zation of local non-official agencies and through local com- 
mittees advisory to local State administrative agencies. 

Any individual or family could enroll voluntarily in a 
non-official plan, premium payments being credited against 
tax liability as described in the section on deductions. 
These non-official insurance agencies would come under the 
supervisory and rate-fixing powers of the State administra- 
tive agency, as they are now under the State Departments of 
Insurance and Social Welfare. 

If it seemed desirable to do so in a given area, the 
State agency could enroll in a non-official agency persons 
who had not voluntarily cnrolled in such an agency. The 


State agency would administer the plan in other areas. 


Conduct of Conferences 
The following letter was sent to the representative groups: 


The Commission on Medical Care is desirous of obtaining the ad- 
vice and counsel of your organization on a medical plan for New York 
State, and requests t@at you name a committee of your members to meet 
with representatives of the Commission for a discussion of this sub- 
ject. The meeting will be held.... 


As you know, the Commission on Medical Care was created by the 
Legislature at the request of the Governor to formulate a medical 
care program for persons of all groups and classes. After ten 
months of thorough study of medical care, we believe ourselves to 
be well-informed as to the resources of the State, its needs, and 
practicable measures by which such needs might be met. We are now 
at a point where we possess the data to deal in specific terms rather 
than generalities, and where we seek the helpful opinion of such 
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interests as medicine, dentistry, nursing, hospitals, labor, indus- 
try, agriculture and the general public. 


As a basis for our conference, medical care plans have been pre- 
pared which will be sent to your representatives at least one week 
in advance of the meeting. In studying these plans, please bear in 
mind that they have been approved by the Commission only for sub- 
mission to interested groups for discussion. We expect to amend and 
revise the plans as we proceed with our conferences and, as a conse- 
quence, they are not to be made public by anyone until the sugges- 
tions and attitudes of the interested groups have been determined and 
appropriate revisions made, consistent with the broad objectives of 
the Commission. 


We consider, and want you to feel, that you are actively parti- 
cipating in the formulation of the plan which will ultimately be rec- 
ommended for adoption by the Legislature. If conditions warrant, 
conferences in addition to this one will be held with your group for 
further clarification and exchange of ideas. 


The members of the Commission with whom you are asked to meet 
are... 


It is asked that you appoint not less than three nor more than 
six persons to attend the conference, persons who are in a position 
to speak authoritatively even though they may be unable to make def- 
inite commitments on your behalf. 


At each session, the presiding Commission member indicated the desire 
of the Commission for advice and guidance. It was stressed that the meet- 
ings were informal and that it was not the intent of the Commission to 
commit any group or individual. It was mentioned, also, that while the 
Commission's proposals served as a basis for discussion, they did not 
limit the scope of the discussions. The conferees were asked to keep in 
mind that although the legislation establishing the Commission employed 
the term "medically needy persons," the Governor had interpreted the law 
to include the needs of all groups and classes and had directed the Com- 
mission to study and plan accordingly. It was stated that the Commission 
had a deep interest in the adequacy of facilities for rendering the ser- 
vices included in its proposals, but that the actual study of medical 
facilities and recommendations for their supplementation was the assign- 
ment of the Health Preparedness Commission, and the Joint Hospital Ad- 
visory Committee of the State Post-war Planning Commission, the Commission 
on Medical Care having been instructed by law to-avoid duplications in 
this field. All groups and individuals were requested to submit a letter 
or memorandum covering their views as expressed at the conferences, and 
any further comments or proposals they wished to make. 


Notes on the conferences. Brief notes taken from the minutes of the 
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ncuteewnan and from letters and memoranda submitted by the persons and 
groups consulted, are presented below. With one exception, the groups 
felt that the discussions should concern only the most comprehensive of 
the plans, i.e., Plan 2, covering hospital service, visiting nurse service, 
X-ray and laboratory diagnostic service, all physicians' services for hos- 
pitalized cases, and complete dental service for children under 8 years of 
age (the last being susceptible of progressive increase to cover older 


children). 


New York State Conference of Hospital Service Plans 
Representatives of hospital service plans: 


J. Campbell Butler, President of the New York State Conference of 
Hospital Service Plans, Group Hospital Service, Inc. of Syracuse; 
Robert E. Johnson, Chautauqua Region Hospital Service Plan; Sherman 
Meech, Rochester Hospital Service Plan; Carl M. Metzger, Hospital 
Service Corp. of Western New York; Louis H. Pink, Associated Hospi- 
tal Service of New York; C. Rufus Rorem, American Hospital Associa- 
tion, Hospital Service Plan Commission; Harold C. Stephenson, Hospi- 
tal Plan, Inc. of Utica; Allen Thompson, Associated Hospital Service 
of New York. 


Representatives of the Commission: 


Dr. Basil C. MacLean, presiding; Dr. Paul A. Lembcke, Director of 
Study. Mr. Leon Fischel representing Assemblyman Mailler. Not 
present: Dr. Godfrey, Dr. MacCurdy, Mr. Winston, Miss Sheahan. 


This group did not submit a memorandum. They stated that they be- 
lieved that the detision as to whether there should be a compulsory plan 
should be made by the people of the State, and for this reason would make 
no recommendation on the subject. Mr. Pink seemed to express the view of 
the majority in characterizing himself as loath to accept compulsion un- 
less necessary. If compulsory insurance were desired by the public, he. 
said, the State should permit the individual to obtain his insurance from 
the State, or from any private agency meeting minimum standards established 
by the State as to rates, benefits, administration, etc. The Blue Cross 
and other cooperative plans could compete with a State insurance plan on 
this basis. In purchasing insurance from private agencies, the individual 
should have the option of making extra payment for additional benefits 
(e.g., semi-private accommodations). 

Although administrative difficulties might be experienced in provid- 
ing out-of-hospital benefits, it was considered advisable that out-of- 
hospital minor surgery be provided so that patients would not be hospital- 


ized unnecessarily in order to obtain minor surgical benefits. 


New York State Federation of Labor 
Representatives of the Federation: 


Frederick F. Umhey, Executive Secretary, International Ladies Gar- 
ment Workers Union; Commissioner E. W. Edwards, State Commission 
Against Discrimination, Vice-President of N.Y. State Federation of 
Labor; Harold C. Hanover, Secretary-Treasurer, N.Y. State Federation 
of Labor; William Galvin, President, Biscuit and Cracker Workers 
Local No. 405. 


Representatives of the Commission: 


Dr. Basil C+ MacLean, presiding; Dr. Harold R. Brown; Assemblyman 
Leonard Farbstein; Senator Frederic Hammer; Garrard Winston; Dr. Paul 
A. Lembcke, Director of Study; Mr. Leon Fischel representing Assembly- 
man Mailler. Not present: Senator Joseph. 


The representatives of the Federation of Labor felt that there was 
Ya desire and an absolute need from an economic and social standpoint" 
for compulsory medical insurance. The principle of coverage of the entire 
population was endorsed, but they felt that benefits should preferably be 
more comprehensive, including home care. The belief was also expressed 
that New York State employers could contribute toward the costs of a medi- 
cal insurance plan without being placed at a serious competitive disad- 
vantage with out-of-State employers. 
Objections were raised to the indemnity provisions of the plan, it 
being felt that because the public was compelled to contribute financially, 
the medical profession should be compelled to accept the scheduled fee as 
payment in full, except in cases where there were complications, etc., 
calling for a greater amount of work than was covered in the fee schedule. 
The option of the physician to charge fees in excess of the schedule would 
be unfair to the low income person. 

It was later reported that: 


»...we are not favorably disposed to the Medical Care Plan as we 
understand it, mainly because of the high employee contribution. 

We are also not in favor of the charges shown for physicians coupled 
with the amounts allowed over and above fixed fees. 


International Ladies Garment Workers Union 
Representatives of the ILGWU: 


Dr. Leo Price, Union Health Center; Pauline Newman, Union Health Cen- 
ter; Charles S. Zimmerman, Dressmakers' Union, Local 22; Adolph Held; 
Frederick F. Umhey, Executive Secretary, ILGWU. : 


Representatives of the Commission: 


Dr. Basil C. MacLean, presiding; Dr. Harold R. Brown; Assemblyman 
Leonard Farbstein; Mr. Garrard Winston; Dr. Paul A. Lembcke, Direc- 
tor of Study; Mr. Leon Fischel representing Assemblyman Mailler. 
Not present: Senator Joseph. 
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" It was felt that a compulsory plan was necessary to the solution of 


the medical care problem. The failure of the Commission plans to provide 


comprehensive benefits was deplored. Ina discussion of the Union Health 
Center plan, the. hazard of excessive use of out-of-hospitel service, whether 
provided on a fee-for-service, salary or other basis was recognized, but 

it was felt that at least a limited amount a out-of-hospita!. care - 
possibly 4 office and 2 home visits per year - should be added to the 
Commission's Plan 2. 

Although the empl syer may fear that the cost of contributing to a 
medical insurance plan would be detrimental to him, experience has shown ~ | 
that in social legislation New York State sets the standard and gradually 
the rest of the country comes up to it, removing any initial disadvantage 
that may exist. Many New York State employers in highly competitive 
fields (clothing, hosiery, electrical supplies, millinery, etc.) now con- 
tribute toward health insurance for their employees. The opinion was ex- 
pressed that if an employer tax is imposed, an employee and a self-em- 
ployed person should be taxed equally, and the tax on the employer should 
be independently levied. This would be preferable to a system whereby 
the employer and employee would each be taxed at, say, 15 per cent, and the 
self-employed person at 3 per cent. 

It was suggested that it might be desirable to continue private medi- 
cal plans such as the industrial, union and Blue Cross organizations, to 
permit adaptability to local needs and conditions. 

A formal report did not reach the Commission, but a letter from the 
Director of the Research Department stated that the ILGWU attitude cor- 
responded to that of the New York State Federation of Labor. After com- 
ment upon President Truman's health message to Congress, it was stated 
that: 


..one must be impressed with the disabilities of State action in 
matters of social legislation as compared with the superior decision 
and resources of the Federal government. If the State finds itself 
superseded, it is because it is timorous and behind-hand. I wonder 
whether your Commission will not now get itself up to proposing some- 
thing more thoroughgoing and sufficient than it has heretofore con- 
sidered. 


Medical Society of the State of New York 
Representatives of the Medical Society: 


Dr. Thomas McGoldrick, Brooklyn; Dr. H. H. Bauckus, Buffalo; Dr. 
James F. Rooney, Rifas Dr. J. Stanley Kenney, New York; Dr. Louis 
J. Bauer, Hempstead; Dr. Frank L. Sullivan, Scotia. 
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_ Representatives of the Commission: 


Dr. Basil C. Maclean, presiding; Dr. Harold R. Brown; Dr. Andrew E. 
Eggston; Assemblyman Leonard Farbstein; Dr. Robert L. Levy; Mr. Gar- 
rard Winston; Dr. Paul A. Lembcke, Director of Study. Not present: 
Dr. Weiskotten, Senator Hammer. 


The Medical Society representatives stated that since the first pro- 
posal for compulsory medical insurance was introduced in this country in 
1912, organized medicine has been unalterably opposed to it. The movement 
for compulsory medical insurance was characterized as "a stimulated demand" 
unsupported by any need in New York State or the United States. 

It was indicated that anyone in need of care can get it, and the be- 
lief that people who need care often forego it rather than apply to public 
or charitable institutions was discounted. Thus, a compulsory plan would 
not increase the quantity of care; it would merely make it easier to pay 
for. Care available at present is not used fully because of lack of de- 
mand and interest, it was said, and no provision of law could substitute 
for the process of gradual education as to health needs. The chief objec- 
tion to the proposals of the Commission was that they are compulsory and 
so may lead to State medicine - to the State directing physicians when 
to work and how to work, and leaving physicians with no protection against 
arbitrary orders and interference. 

With regard to the specific plans, it was felt that all physicians' 
services should be on an indemnity basis and that different fees should 
be allowed in different areas. If a plan were to be adopted, home and 
office visits should be added to or substituted for physicians' services 
in hospitals, to reduce the anticipated demand for unnecessary hospital- 
ization. Als@, any plan that might be effected should be limited to per- 
sons below a specified income limit, perhaps $3,000 for a family. 

The program of the Medical Society was set forth as the development 
of voluntary medical care plans throughout the State which would provide 
surgical, medical and obstetrical care on an indemnity basis for in- hos- 
pital patients. Such voluntary plans, together with laboratory diagnostic 
facilities if necessary (services to be paid for by patients), additional 
hospitals for acute and especially chronic cases, care of the indigent 
at public expense under voluntary plans, and an extended program for pre- 
ventive diseases, would be sufficient, it was believed. 

In related correspondence with the Chairman, President Cunniffe sig- 
nified the willingness of the State Medical Society to continue discus- 
sions with the Commission, but asked that the discussion also include other 
plans. It would be unfair, he said, to expect the Medical Society to ac- 
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cept any responsibility for a compulsory plan, because it is not acceptable 
in principle. Exception was taken to the membership of the Commission as 
not providing proper representation of the Society: 


After your Commission was in existence for a went a bill was 
passed in the subsequent session of the Legislature increasing it by 
two members and the Medical Society was privileged to recommend their 
names. This we do not feel is a proper representation. We feel also 
that the medical men on the Commission hold opinions not in sympathy 
with those held by the profession in our state. We also feel that it 
would be of great value in developing plans for improving medical care 
if members of our Medical Society who have had a great deal of exper- , 
ience in delivering medical care, would be present at all discussions | 
and have a vote in determining which plan would be acceptable. 


Private Medical Care Plans 
Representatives of the medical plans: 


Dr. Leo Simpson and Sherman Meech, Genesee Valley Medical Care, Inc; 
Winslow Carlton, Group Health Cooperative of New York City; Dr. Dean 
A. Clark, Health Insurance Plan of Greater New York; Dr. Leo E. Gibson 
and J. Campbell Butler, Central New York Medical Plan, Inc. of Syra- 
cuse; Dr. F. M. Miller, Jr., and H. C. Stephenson, Medical and Surgi- 
cal Care, Inc. of Utica; Rowland H. George, -Dr. Harry Sesan and Mr. 
Descher, United Medical Service, Inc. of New York City; Dr. R.C. 
Kimball, Consolidated Edison of New York, Inc.; Mrs. E. N. Hill, R. N., 
Ansco Division; Miss Helen Neilson, industrial medical service used 
by several Binghamton industries; Robert L. Eckelberger, Endicott- 
Johnson Corp.; Dr. H. H. Bauckus and Carl M. Metzger, Western New York 
Medical Plan, Inc.; Dr. John EB. Heslin, Albany. 


Representatives of the Commission: 


Dr. Basil C. MacLean, presiding; Dr. Harold R. Brown; Assemblyman 
Leonard Farbstein; Senator Frederic E. Hammer; Dr. Paul A. Lembcke, 
Director of Study. Not present: Dr. Levy, Dr. MacKenzie. 


The large number of participants speaking from individual viewpoints 
at times produced views that were at variance. The group were essentially 
agreed that the issue of compulsion was one to be decided by the Legislee 
ture, and abstained from commenting on it. The major suggestion concern- 
ing benefits was that any division of physicians' services should be be- 
tween types of service, e.g., surgical or medical, rather than between the 
places where the service would be rendered, e.g., home and office, or in- 
hospital service If surgical services were to be offered, it should be 
made possible to render them in home, office or hospital, and the same 
would be true of other types of service. The desirability of preventive, 


diagnostic and other home and office services was conceded, but many of 


2/ The first meeting of the Commission was October 21, 1944. The law 
authorizing the two additional physicians was enacted in January 1945, 
and the appointments were made in June 1945. 
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the speakers stressed the danger of excessive use. Opinion was also di- 
vided on the necessity for group practice, but there seemed to be no 
objection to it on a permissive basis. However, some persons thought that 
general home and office service could be provided economically only by 
groups, either on a fee-for-service or, preferably, on a capitation basis. 
With one or two exceptions, all were agreed that the voluntary, industrial, 
union and other private plans should be encouraged to continue by means 

of crediting premium payments against tax liability. Some persons found 
the indemnity provisions of the plan objectionable, but others thought 

it would be the only method of securing the immediate participation of 
physicians. If the operation of the plan worked out to pay full fees 

to physicians, and if they found also that they were receiving payment 
for patients who had previously paid little or nothing, they might be 
willing to waive the right to make extra charges. 


New York Academy of Medicine 
Representatives of the Academy: 


Dr. Cornelius P. Rhoads, acting President; Dr. George Baehr, Dr. 
Iago Galdston, Dr. Malcolm Goodrich. 


Representatives of the Commission: 


Dr. Robert L. Levy, presiding; Dr. Harold R. Brown; Dr. Andrew E. 
Eggston; Assemblyman Leonard Farbstein; Dr. Basil C. MacLean; Mr. 
Garrard Winston; Dr. Paul A. Lembcke, Director of Study; Mr. Leon 
Fischel representing Assemblyman Mailler. Not present: Dr. Godfrey, 
Dr. MacKenzie, Senator Joseph. 


The Academy representatives agreed that something should be done to 
improve the current pattern of distribution of medical care, but were not 
in agreement with the Commission or among themselves on methods to be em- 
ployed or the worth of the Commission’s tentative plans. The plans were 
criticized as not conferring sufficient importance on group medical prac- 
tice,and in not allowing to beneficiaries the choise of selecting physi- 
cians on either a capitation or a fee-for-service basis. Medical groups 
should be incorporated by physicians, not hospital or dispensary boards, 
it was said. The plans were also criticized as being compromises or half- 
way measures. The group urged that the Commission devote more time to 
study and preparation, and that it be guided by the Academy's studies, the 
results of which could not be disclosed until some months later, however. 

Tn & news report the new President of the Academy is quoted as voic- 
ing "definite opposition" to President Truman's plan for Federal compulsory 
health insurance, but stating that "it may be desirable to conduct careful 


experiments at State and local levels with compulsory government tL Amoweran. me 
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Hospital Association of New York State,and Greater New York Hospital Assos- 
iation f 


Representatives of the State Hospital Association: 


Harold A, Grimm, Millard Fillmore Hospital, Buffalo; Bernard McDermott, 
Long Island College Hospital, Brooklyn; John F. McCormack, Presbyterian 
Hospital, New York City; Carl P. Wright, Syracuse General Hospital, 
Syracuse. 


Representatives of the Greater New York Hospital Association: 


Dr. Morris Hinenburg, Jewish Hospital, Brooklyn; Dr. Claude W. Munger, 
St. Luke's Hospital, New York; Dr. John B. Pastore, New York Hospital, 
New York. 


Representatives of the Commission: 


Assemblyman Lee B. Mailler, presiding; Dr. Lucien Brown; Assemblyman 
Leonard Farbstein; Dr. Frederick MacCurdy; Miss Marion W. Sheahan; 
Dr. Paul A. Lembcke, Director of Study. 


Tt was the opinion of the hospital representatives that it should be 
the governing boards of hospitals rather than the medical staffs which 
should be authorized to form medical groups. The point was made that in 
a plan providing physicians' services only to hospitalized patients, the 
Ehodwenan wao does not have a hospital staff appointment would be involun- 
tarily excluded from participation, but no immediate solution was offered 
to this problem. Another question raised concerned the possibility that 
if every patient had a private physician, internes and resident physicians 
would have little chance to perfect their medical skills by caring for 
staff patients, as they now do. It was thought that many hospitals might 
nave to form medical groups in order to continue their teaching services 
to internes, but others present saw little reason why internes could not 
continue to learn by caring for patients under the guidance of private phy- 
sicians and under the general supervision of the teaching staff of the 
hospital, if the hospital chose to so arrange. 

The two hospital associations agreed to form a joirt committee for 
further study of the Commission's tentative plans, and to submit a memo- 
randum concerning methods of payment of hospitals, preser¥ation of clinical 
teaching opportunities, group practice, and guarantee of autonomy to hos- 
pitals. The following report was later submitted by the President of the 
New York State Hospital Association: 


The Hospital Association of New York State has always advocated 
proper and adequate health care for every inhabitant of our State. 

Accordingly, the Association appreciated the opportunity afforded 
to discuss this mutual objective with members of your Commission through 
& special committee comprising President McCormack, Secretary Wright, 
Harold A. Grimm, Bernard M. McDermott and Dr. George Wheeler on Tues- 
day morning, September 11. : 

At the close of our conference, this committee was requested to 
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file a statement with your commission, which we are’ very glad to do. 
While no committee has any authority under our Constitution to 

commit the Association membership to or for any project, it was our 

desire that the recommendations to your Commission represent the 
thinking of the widest possible range of our membership and accord- 
ingly called together the Presidents of our eight regional hospital 
councils and our Executive Committee on September 2lst. 

At this conference, your first draft of a tentative plan for 
medical care was carefully analyzed and the following suggestions 
represent the thinking of those present. 

It must be thoroughly understood by the Commission that the 
Hospital Association is not expressing an opinion in favor of com- 
pulsory health insurance. As a matter of fact the sense of the hos- 
pital field is clearly and strongly opposed to it. 

With that understanding, we offer the following basic principles 
which we believe should be included in any program, to wit: 
is Full and comprehensive medical, dental, hospital and nursing 

care should be made available for every inhabitant in our state. 

2 The autoncmy of the non-profit voluntary hospital should be 
maintained. — 

a The hospital educational program for doctors, nurses, residents, 
interns, medical students and technicians should be encouraged 
and not interfered with in any way which might jeopardize future 
medical care, 

4, Hospitals should be fully reimbursed for their services. It is 
our carefully considered opinion that under any state wide pro- 
gram hospitals will cease to be recipients of financial assistance 
from Community Chests and other philanthropy and must depend 
solely on their earnings. 

3 Non-profit voluntary prepayment hospital plans should be allowed 
to continue, maintaining their autonomy, with the provision that 
they shall fully reimburse hospitals for the services rendered 
to their subscribers. ; 

6. Should any state-wide plan for hospital care be adopted, hospi- 
tals should be adequately represented and have the right to 
nominate candidates for membership on whatever state authority 
is created. We refer your Commission to the method used for years 
by the Board of Regents in selecting representatives of physici- 
ans, hospitals and nurses on the Nurse Advisory Board. 


The report also asked certain questions concerning details of the 
plan, such as inclusion of anesthesia as a hospital service; the necessity 
for smaller hospitals to provide social service, physiotherapy, @nesthesia 
and laboratory service; group practice, payment to chiefs of medical staffs, 
etc. With regard to approval or licensure of hospitals, it was stated 
that the hospitals would "welcome one authority and one real inspection, 


and the avoidance of further duplication of authority and inspection." 


New York State Dental Society’ 
Representatives of the Dental Society: 


Dr. Donald Miller, Elmira; Dr. Theodore Kaletsky, New York; Dr. Stan- 
ley G. Standard, New York; Dr. Harry Strusser, New York. 
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Representatives of the Commission: 


Senator Frederic E, Hammer, presiding; Very Rev. John J. Bingham; 
Dr. Andrew E, Eggston; Dr. E. S. Godfrey, Dr. George M. MacKenzie; 
Assemblyman Lee R. Mailler; Miss Marion W., Sheahan; Dr. Paul A, 
Lembcke, Director of Study. 


The Dental Society representatives, at the conference and in a 
memorandum, stated their belief that as citizens the dentists had the 
right to agree or disagree with the principle of compulsory insurance, 
put that as a profession they did not have the right to tell the people 
what they should do. Accordingly, they limited their recommendations to 
methods by which the paonis might obtain the best service under a plan 
such as was presented for discussion. Although in agreement with the 
philosophy of a controlled dental program along preventive lines, they 
took exception to the methods of administration and payment for services. 

It was suggested that the State administrative agency should have as 
an associate or assistant administrator, a dentist who would direct the 
dental aspects of the program. Beneficiaries should be permitted to pay 
more to dentists for more costly service, as permitted in the case of 
physicians' services. The system of pro-rating payments was not favored. 
The suggested fee schedule should be refined and revised. Municipal and 
other local dental groups or clinics should be permitted to take cases 
on an annual or per session basis, rather than fee-for-service. The 
sum allotted for dentistry was considered adequate for prevention and the 
care of dental disease as it arose, but not for the correction of accumu- 
lated dental defects; however, the program would probably not be used 
fully at the beginning, and the available moneys would be sufficient 
to treat accumulated neglect as well as to provide current care. 

Recommendations. were made that funds be allotted for dental research 
and for basic training and refresher courses in children's dentistry. 
Although dental specialists are not recognized as are medical specialists, 
the program should define certain services as specialist services and re- 
cognize dental specialists. Dentists should be permitted to prescribe 
laboratory examinations. and hospital admissions in the case of dental 
infection. The provision of emergency dental service for adults, i.e., 


extractions and treatment of focal infection, should be considered. 


New York State Nurses Association 
Representatives of the Association: 


Miss Hortense Hilbert, Bureau of Nursing, New York City Health Dee 
partment; Miss Clare Casey, President, New York State Nurses Associ- 
ation; Mrs. Tessa Klein, Buffalo Visiting Nurse Association; Miss 
Elizabeth Hall, Executive Secretary, New York State Nurses Associa- 
tion. 
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‘s Representatives of the Commission: 


Senator Frederic E. Hammer, presiding; Msgr. John J. Bingham Dr. E. 
S. Godfrey; Dr. George M. MacKenzie, Assemblyman Lee B. Mailler; 
Miss Marion W. Sheahan; Dr. Paul A. Lembcke, Director of Bi ire Not 
present: Miss Hall, Miss Gelinas*. 


Subsequent to the conference, which was of a general exploratory na- 
ture, the following memorandum was sent to the Commission by Miss Casey: 


The Advisory Committee of Nurses chosen to confer with the New 
York State Commission on Medical Care held a conference on September 
20th at the Hotel Pennsylvania. In attendance were: 


Elizabeth Hall Executive Secretary, New York State 
Nurses Association 

Hortense Hilbert Director of Public Health Nursing, New 
York City Department of Health 

Grace A. Warman Director of Nursing Service, Mt. Sinai 
Hospital, New York 

Mrs. Tessa M. Klein Director of Nursing, Visiting Nurse 
Association, Buffalo, New York 

Clare M. Casey, Chairman Director of Nursing, Beth Israel Hospi- 
tal, New York 

*Agnes Gelinas, Guest Member, Board of Directors, New York 


State Nurses Association 


The Committee reviewed the Commission's plans for medical Tele: 
agreed on certain principles (and raised certain RRS RN 


follows: 

ae It was agreed that there is need for a state-wide medical care 
plan. 

2. The compulsory contributory feature of the proposed plans and 


financing by individual contribution and taxation were believed 
to be sound. 

+. Since frequent reference is made to "adequate" medical care, 
questions arose as to the definition of "adequacy" in this re- 
spect and as to the methods contemplated for informing the pub- 
lic relative to the meaning of “adequacy of care." 

hk, The guiding principles (as stated on Page 5 of the first draft 
of plans) for medical insurance were approved in essence. 

De It was the unanimous opinion of the Commiteee that there should 
be provision for wider nurse representation on the Commission 
inasmuch as a large portion of the hospital service provided 
for under these plans is nursing and inasmuch as home nursing 
service is provided for in addition, it would seem reasonable 
that representation from both fields be included. 


In addition to the principles agreed to above, the memorandum raised 
certain questions (See Footnote 4) and made specific recommendations and 
suggestions (summarized because they referred to pages and section numbers 
of the booklet), of which the outstanding ones were: More comprehensive 
benefits should be offered. Dental care should be extended to more per- 
sons. The scope of nursing care should be broadened to inc!ude antepartum 


q/ For the reasons stated therein, the questions are summarized in the 


paragraph following this memorandum. 
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and postpartum visits; also, more adequate provision should be made for 
hourly or daily nursing care in the home. More adequate local representa- 
tion should be afforded in connection with administration, and approval 

of nursing standards and agencies. Provision should be made to edvance 


the education of personnel involved in giving care under the plan. 


‘New York State Council of Retail Merchants 
This group was represented in the person of John C. Watson, in the 


conference with Associated Industries. 


Associated Industries of New York State, Inc. 
Representatives of Associated Industries: 


Ralph M. Andrews, Executive Vice President of Buffalo Chamber of 
Commerce; Frank B. Cliffe, General Electric Co.; Mark A. Daly, Exe- 
cutive Vice President, Associated Industries; Martin F. Hilfinger, 
President, Associated Industries; John C. Watson, New York State 
Council of Retail Merchants. 


Representatives of the Commission: 


Assemblyman Leonard Farbstein, presiding; Mr. Robert T. Lansdale; 

Dr. George M. MacKenzie; Mr. Garrard Winston; Dr. Paul A. Lembcke, 
Director ot Study; Mr. Leon Fischel representing Assemblyman Mailler. 
Not present: Dr. Weiskotten. 


This conference centered sround a lengthy written appraisal of the 
plan by Mr. Cliffe. The group deferred a definite stand on the question 
of compulsion until legislation should actually be introduced, but felt 
that a State plan would be preferable to a Federal plan because the lat- 
ter would be too complicated to be administered from the Federal level. 
The provision of adequate medical service for children, and preventive 
care without cost as a deterrent, was suggested. The Commission's plan 
was characterized as one wherein the cost of medical care would be more 
widely distributed and carried in larger part than at present by (a) those 
who are not sick within a given period, (b) those who have incomes above 
the average, and (c) some payment from every individual in the State hav- 
ing any appreciable income; the payment on account of those who are de- 
pendent would be made by the general taxpayers who are already furnishing 
their support. 

It was thought that employers should not be required to share the 
tax with employees Certain large corporations have avoided locating in 
New York State because of taxes which are already high. Even under the 
Commission's proposals, employers would be making some contribution be- 
cause of the cost of withholding taxes from wages, and there would un- 


doubtedly be pressure from employees for increased wages to compensate 
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for the wage-deductions of taxes for medical insurance. The administra- 
tive problems involved in tax and individual premium collection were pointed 
out, and it was thought that the suggested method of withholding taxes from 
wages would need revision, because otherwise the status of employees would 
vary and would require differing withholding rates. 1941 was preferred 
to 1943 as a "normal" year for estimating taxable income. | 

Some element of co-insurance, i.e., the individual should individually 
carry some part (a percentage of the fee, or cost of first visit, etc.) of 
the cost of service rendered, was suggested as a means of preventing ex- 
cessive ers of service. 

The benefits offered were considered adequate, except that more com- 
plete service for children was recommended. Some of the minor services 
omitted could be paid for individually, as at present, which would tend 
to minimize administrative problems and to concentrate the financial re- 
sources of the plan upon the points of greatest need. Undoubtedly there 
would be some abuses, such as patients being hospitalized unnecessarily, 
but the fact that the State does not have a superabundance of hospital 


facilities would automatically act as a control. 


Commerce and Industry Association of New York 


Representatives of Association: 


John A. Cahill, President, City and Suburban Homes Co.; Dr. Haven 
Emerson, College of Physicians and Surgeons; Prof. Thorndike Saville, 
Dean, College of Engineering, New York University; Harry Waltner, Jr., 
Standard Oil Co. of New Jersey; M. William Zucker, Acting Director 

of Research, Commerce and Industry Association; Frank B. Cliffe, Gen- 
eral Electric Company; Ralph Hawkins, New York Telephone Company; 
Timothy J. Mahoney, the Borden Company, Chairman of the Commerce and 
Industry Association. Committee on Social Legislation; Edmund B. 
Whittaker, Prudential Life Insurance Company. 


Representatives of the Commission: 


Assemblyman Leonard Farbstein, presiding (second meeting); Very Rev. 
John J. Binghem; Mr. Robert T. Lansdale; Dr. George M. MacKenzie; 

Dr. Basil C. MacLean, presiding (first meeting); Dr. Robert L. Levy; 
Mr. Garrard Winston; Dr. Paul A. Lembcke, Director of Study; Mr. Leon 
Fischel representing Assemblyman Mailler. 


Two conferences were held with this group. At the first conference, 
the material for discussion had not been received sufficiently in advance 
‘to permit discussion of details. The Association group was not convinced 
that there was any need for action by the State in the field of medical 
insurance, but would prefer State to Federal legislation. It was recom- 
mended that the role of the State be confined to providing hospital and 
related physical facilities for medical care. The answer to the health 
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problem was thought to lie in public education, and assistance to institu- 
tions. The Commission was advised to concentrate on the Federal (Hill- 
Burton) Hospital Construction Act and existing public health services, and 
forget about medical insurance. 

The second conference centered around written questions proposed by 
the Association, from which they developed the following suggestions: To 
limit abuses, each case should be scrutinized professionally in order to 
insure that hospital care was actually a medical necessity. Technics 
should be developed to make certain that a high quality of medical care 
would be rendered. Physicians should be guaranteed full payment of fees 
to secure their cooperation. The State advisory council should have auth- 
ority to inquire into, originate, suggest, and report publicly upon, the 
conduct and result of the services, but should have no authority over per- 
sonnel or expenditures. Each physician licensed by the New York State 
Board of Regents should be guaranteed hospital facilities in order that 
his patients might be covered by the program. 

Persons who for religious or other reasons did not desire to receive 
medical care should not be compelled to contribute to the program. The 
proposed tax on localities should be eliminated since it might be an enter- 
ing wedge for changing all of the tax from an individual tax to a general 
government tax. Also, it should be guaranteed that any increase in reven- 
ues would come from taxes on the individual rather than general taxes. 
Fees should be variable according to size of community or some similar 
factor. | 

An annual physical examination might be more worthwhile than some of 
the other benefits included in the plans, and should be substituted for 
them. 

A specified proportion of income of the insurance fund should be al- 


located by law for health educational purposes. 


State Charities Aid Association 
- Representatives of the Association: 


Homer Folks, Secretary, Miss Elsie Bond, Assistant Secretary; 
Peter Cantline, Board of Managers; George Nelbach, Assistant Sec- 
retary,State Charities Aid Association. 


Representatives of the Commission: 


Dr. Basil C. MacLean, presiding; Dr. Robert L. Levy; Mr. Garrard 
Winston, Dr. Paul A. Lembcke, Director of Study; Mr. Lee Dowling 
representing Mr. Lansdale; Mr. Leon Fischel representing Assembly- 
man Mailler. 
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The Association members, speaking as individuals, stressed their in- 
terest in public health measures for control and prevention of disease, 
as well as for some type of medical insurance program. They were pleased 
with the steps taken in the Commission's proposals to remove medical care 
from the welfare field, but emphasized the need for preventive medicine 
and thought that the public would be disappointed if the Commission did 
not recommend more comprehensive benefits. 

They felt that the administrative problems to be faced in providing 
out-of-hospital benefits could be overcome if payment were .not on a 
fee-for-service basis. If revenues were to be limited, they recommended 
that the benefits for which the greatest need exists, complete diagnostic 
service before illness becomes catastrophic, be provided without cost to 
the individual. Such service, provided through efficiently operated 
centers, would fill a more important need at present than physicians' care 
in the hospital, since once. a patient is admitted to a hospital some sort 
of physicians' care is arranged, inadequate though it may be. However, 
many persons are unable to afford diagnostic service and thus permit ill- 
ness to progress until hospitalization is required. In view of this, if 
funds were limited, Plan 3, modified to include services in diagnostic . 


centers, would be preferred. 


New York State Grange 
Representatives of the Grange: 


Henry D. Sherwood, Master; Harold M. Stanley, Secretary; Kenneth H. 
Fake. 


Representatives of the Commission: 


Assemblyman Leonard Farbstein, presiding; Very Rev. John J. Bingham; 
Mr. Robert T. Lansdale; Dr. George M. MacKenzie; Dr. Paul A. Lembcke, 
Director of Study; Mr. Leon Fischel representing Assemblyman Lee 
Mailler. Not present: Mr. Winston. 


The Grange representatives said that they did not feel entirely quali- 
fied to gauge the attitude of farmers on the matter of compulsory health 
insurance because, although the Grange had recorded its opposition to 
"state medicine," the Commission's proposals would not necessarily fall 
within this category. The reaction of the agricultural group could be 
judged only after they had been provided with an opportunity to. become 
thoroughly acquainted with the Commission's plan or plans. The attitude 
of the farmer would be influenced in large part by farm prices; the pur- 
chase of medical care is largely an economic problem to the farmer, and 


if farm prices were high he would be more likely to look with favor on 
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the proposals. Farmers are interested in insurance plans and a number have 
joined, but in a number of areas they find it difficult to get together 
with other farm families to form an acceptable group. 

If a compulsory plan were enacted, the farmers would feel discrimin- 
ated against if they were excluded, or covered only through voluntary en- 
rollment. If employer contributions were required, the farmer would not 
feel that he should pay an amount equal to the total tax paid by employee 
and employer, but would want to be charged the same tax on income that was 
levied on the employee alone. If a plan were adopted, care should be tak- 
en to assure adequate hospital facilities in rural areas. 

Farm people are opposed to any type of class perference, and would 
want the rural physician to be paid on the same basis as the urban physi- 
cian. The provision of both service and indemnity benefits was thought | 
desirable. 

Cash income would seem to be the only practical basis for taxation. 
Tt would be possible to make some check on farm income through examination 


of records of payments by dairy, poultry and other produce buyers. 


Life Insurance Association of America 
Representatives of the Life Insurance Association: 


Henry S. Beers, Vice President, Aetna Insurance Co.; Reinhold Hohaus, 
Associate Actuary, Metropolitan Life Insurance Co.;Wendell A. Milli- 
man, Vice President, Equitable Life Assurance Society; Albert Pike, 
Assistant Actuary, Life Insurance Association of America. 


Representatives of the Commission: 


Mr. Garrard Winston, presiding; Dr. Andrew E. Eggston; Assemblyman 
Lee B. Mailler; Dr. Paul A. Lembcke, Director of Study. Not present: 
Dr. MacCurdy, Senator Joseph. 


The life insurance group preferred action on a voluntary basis rather 
than through government, but thought that if it appeared desirable to ex- 
periment with government plans, this should be done at the local or State 
rather than at the Federal level. Government programs for protection 
against communicable diseases, and tax-supported hospitals for mental and 
nervous diseases, have demonstrated that government financial support and 
supervision do not necessarily mean government administration, and also 
that government programs in the health field may be good or bad depending 
on the program rather than on the presence or absence of government. 

If a.public program were introduced, it would be essential to have 
the cooperation of physicians. The respective fields for voluntary and 
governmental action should be carefully worked out through cautious ex- 


perimentation, utilizing existing machinery as much as possible. There 
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should be an extension of health centers, equipped with a laboratory and 
with other instruments of precision, staffed by specialists familiar 
with all of the modern medical devices, and available for diagnosis and 
treatment. This would reduce the cost of adequate medical care and would 
have a continuing postgraduate impact upon the general practitioner him- 
self, since their facilities would aid him in maintaining high standards 
of practice. 

Providing physicians' services in the hospital only might result in 
excessive hospitalization. Benefits should be very clearly defined lest 
there be continued pressure for broader interpretation of the services. 
Caution should be exercised in paying differential fees which might lead 
to provision of benefits primarily by specialists, and so to overspeciali- 
zation in medicine. The physician who is not affiliated with a hospital 
presents a problem. 

If it was not found possible to provide comprehensive benefits for 
the entire population, they should be provided for children, at the least. 

The importance of obtaining the cooperation of physicians, particu- 
larly in the matter of setting up the fee schedule, was emphasized, since 
if this were not done, benefits could not be guaranteed. Much of the dif- 
ficulty in obtaining the cooperation of the physicians would lie in the pro- 
rating feature, it was thought, and the suggestion was made that the bene- 
ficiaries rather than the persons rendering service bear the burden of any 
excess of expenditures over income. Funds for medical insurance should 
be segregated, and no funds from general State revenues should be used, 
because a plan supported by general revenues is more susceptible to pres- 
sure for added revenues to pay the full value of the unit, more benefits, 
greater liberality in interpretation for eligibility, etc. The use of 
service by eligible persons might be more conservative if they had to make 
a direct contribution toward the cost. Medical insurance taxes should not 
be mixed with general income taxes, even though difficulties would be en- 
countered in collecting a per capita tax from low-income groups. The jus- 
tice of taxation of non-residents, who are not eligible for benefits, was 
questioned. It was thought that the cost figures used by the Commission 
might not correspond with actual experience, since it is difficult at pre- 
sent to work them out for services other than hospitalization. 

As far as possible, agencies with experience should be used to admin- 
ister the plan, but it is doubtful whether anyone has had sufficient exper- 
ience to handle such a large undertaking, with its need for adequate con- 


trols. 
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Health and Accident Underwriters Conference 


Representatives of the Health and Accident Underwriters: 


W. Franklyn White, Assistant Secretary, Mutual Benefit Life Insur- 
ance Co.; John M. Powell, President, Loyal Protective Life Tasur- 
ance Co. 


Representatives of the Commission: 

Mr. Garrard Winston, presiding; Dr. Andrew E. Eggston; Assemblyman 

Lee B. Mailler; Dr. Paul A. Lembcke, Director of Study. Not pre- 

sent: Dr. MacCurdy, Senator Joseph. 

This group thought that the State should not enter the field of 
health insurance, because more evils would result than if nothing were 
done. If a plan were adopted, it should be limited to persons below 
certain income limits. The indemnity provisions proposed by the Commis- 
sion were similar to those offered by commercial companies, whose exper- 
ience has been that the public reaction is very unfavorable when the phy- 
-gsician charges in excess of the fee allowed by the company. The pro- 
priety of taxing non-residents was questioned. 

It was thought that under the Commission's plan private companies 
could offer comparable benefits and compete with the State if they were 
permitted to enroll subscribers on 4 group basis. Too much latitude 
should not be given to local administrative authorities lest they be- 
come subject to political patronage. | 


Bureau of Personal Health and Accident Underwriters 


Representatives of the Personal Health and Accident Underwriters: 


Jd. F. Follman, Jr., Manager of the Bureau, and Ralph M. Brann, Sec- 
retary -Treasurer of the Bureau of Personal Accident and Health Un- 
derwriters. 


Representatives of the Commission: 

Mr. Garrard Winston, presiding; Dr. Andrew E, Eggston; Assemblyman 

Lee B. Mailler; Dr. Paul A. Lembcke, Director of Study. Not pre- 

sent: Dr. MacCurdy, Senator Joseph. 

This group did not consider itself qualified to state the views of 
the personal health and accident insurance companies and recommended that: 
the Association of Casualty and Surety Executives be consulted in its 
stead. | | 


oe 
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Association of Casualty and Surety Executives 


Representatives of the Casualty and Surety Executives: 


Richard C. Wagner, Manager of Casualty Department, and Counsel; 
and Frank Lang, Research Director of the Casualty and Surety 
Executives. 


Representatives of the Commission: 

‘Dr. Basil C. MacLean, presiding; Dr. Lucien Brown; Assemblyman 

Leonard Farbstein; Mr. Garrard Winston; Dr. Paul A. Lembcke, Di- 

rector of Study; Mr. Leon Fischel representing Assemblyman Mailler. 

This group felt that if compulsory insurance were to be enacted, a 
State plan operating through existing insurance channels, such as pro- 
posed by the Commission, would be more acceptable than a national plan. 
However, difficult administrative problems would be encountered in eval- 
uating benefits offered by private plans, and in the mechanics of allow- 
ances and deductions in tax returns. 

Standardization of benefits would be necessary under the State plan 
to simplify evaluation of the benefits offered for purposes of tax deduc- 
tion, and to include the minimum benefits required by the State. At 
present, private company health insurance policies are not standardized 
to any extent; they include in some measure hospitalization, surgery 
and, occasionally, obstetrics, but not medical care in the hospital nor 
certain of the other benefits included in the State plan. 

A difficulty would arise in paying for benefits, since private com- 
panies pay the beneficiary rather than the person or agency rendering 
service. Under a State system, payment would have to be made directly 
to the person rendering service. The State Insurance Law (Section 154) 
would probably have to be changed to permit companies to do this, and 
they might be inconvenienced because the New York State policies would 
not then correspond to those written in other States to conform with na- 
tional agreement for uniformity. Consideration should be given to includ- 
ing in the State plan a co-insurance clause requiring the patient to share 
the initial cost of treatment, or to establishing a maximum for the pay- 
ments on behalf of any one beneficiary, as is done to some extent by the 


non-profit voluntary medical care plans. 
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New York State Industrial Council, CIO 


Representative of CIO: 


Morris Iushewitz, Research Director, New York State Industrial 
Council, CIO. 


Representatives of the Commission: | 

Dr. Basil C. MacLean, presiding; Dr. Lucien Brown; Assemblyman 

Leonard Farbstein; Mr. Garrard Winston; Dr. Paul A. Lembcke, Di- 

rector of Study; Lee Dowling representing Mr. Lansdale; Mr. Leon 

Fischel representing Assemblyman Mailler. 

Mr. Iushewitz stated that the Committee on Social Legislation, New 
York State Industrial Council, CIO, had carefully reviewed the Commis- 
sion'a proposals and that the views he expressed were not personal, but 
those of the Committee. He submitted a detailed memorandum prepared by 
the Committee on Social Legislation. After stating the need for a com- 
pulsory health insurance system and the inadequacy of voluntary plans 
to meet it, and after commending the Commission for adopting several pro- 
gressive principles, the memorandum went on to characterize the Commis- 
sion's plans as wholly insufficient to meet the need of an adequate 
program of medical care because of the unnecessary limitations upon the 
benefits provided, because of the restrictions upon the medical practi- 
tioners who may participate in rendering services under the plan, and 
because of the burdensome provisions upon low-income groups for taxation 
to obtain funds for the program. Limitations of space make it possible 
to present here only the criticisms and proposals for improvement that 
were made in the memorandum. 

1. Criticism. The restriction upon the rendition of medical ser- 
vice only in a hospital makes the medical service available to 
the people wholly inadequate. It will exclude from medical 
care a large majority of the people who requiring medical at- 
tention do not require hospitalization. It will exclude from 


participation in the plan a large number of qualified doctors 
who are not members of hospital staffs. 


Proposal: A universal medical plan such as this purports to 
be should make provisions for complete medical care for all 
ailments by all the people. A social plan of this nature has 
various aims including the prevention of serious ailments and 
diseases, the rendition of medical attention whenever required, 
not only from those who can afford to pay but by all people. 
Medical service limited to a hospital vitiate these aims. 


Medical service should be rendered not only at a hospital 
but at the home of the patient or at the office of the doctor 
as required, depending upon the gravity of the ailment and should 
be provided by doctors not only on hospital staffs but by any 
and all physicians who desire to participate in this social plan 
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by becoming part of a group project. 


Criticism. The fiscal provisions of the plan are burdensome on 
low-income groups, many of whom are now entitled to free medical 
care provided by localities and welfare districts. The fiscal 
provisions contravene the principles of progressive taxation in 
imposing a flat annual premium of $7 .50 for every resident 18 or 
over and a 1.75% income tax on all. whose income is as low as 
$500 but limiting the application of the tax to only $5,000 of 
the income of any person. 


Proposal: a) The $7.50 annuel premium should be eliminated. 

b) There should’ be an income tax not exceeding 2% for each per- 
son without dependents earning not less than ($ ); and 

for each person with dependents earning not less than ($ )5 
such tax should be levied on tctal income and not be limited 

to $5,000 of income. 

c) The payment by welfare districts should be increased, or the 
State should make an additional contribution for recipients of 
public assistance. 


Criticism. The limitation of group practitioners to the govern- 
ing boards cr staffs of hospitals or dispensaries unnecessarily 
and unjustly penalizes doctors who are not members of hospital 
staffs. 


Proposal: Any group of qualified doctors associating themselves 
for practice as a group should be authorized to render services 
under the plan. 


Criticism. The limitation upon payment for services by the 
Commission based only on fees for service is too restricted and 
improperly excludes other methods of payment better adapted in 
many instances to the rendition of services under a plan for 
medical insurance. 


Proposal: Payment to physicians should be on (1) a fee basis, 
according to a fee schedule approved by the Commission, or (2) 
a per capita basis, according to the number of individuals on 
@ practitioner's list, or (3) a salary basis, for whole or part 
time servics, or (4) a combination or modification of these as 
the Commission may approve after consultation with the practi- 
tioners involved in any locality or group. 


Criticism. The dental services provided are too limited even 
at the beginning of the program. 


Proposal: Dental care should be provided for all children up 
to age 1/7, and the Commission should be authorized to extend 
such service from time to time to other classes of persons. 


Criticism. The plan is deficient in one other major respect 
in failing to provide for cash benefits during unemployment due 
to sickness. This is an essential feature of any comprehensive 


health insurance program and the Commission should propose 
such a provision in its recommendation to the Legislature, 
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In commenting on the memorandum, Mr. Iushewitz emphasized that the 
CIO's support of coverage for all residents of the State, rather than 
persons in industrial employment only, was disinterested. Many indus - 
trial workers are now protected by medical insurance or are negotiating 
with employers for such coverage. Persons not employed in industry are 
the ones who are most in need of protection. 

The CIO is backing the Wagner-Murray -Dingell Bill for a national 
health insurance program, which is preferred to State legislation, but 
in the absence of immediate Federal legislation, the Council would like 
to see New York State take the lead. Although cash sickness benefits 

are desired, the Commission's plan would not be opposed simply because 
| it lacked them. The various union health plans might provide excellent 
media for operating the State plan in part. 

If the individual premium were reduced considerably, it might be . 
viewed more favorably by the CIO. An individual tax with no upper in- 
come limit would be preferable to employer contributions because of the 
difficulty of obtaining universal coverage under the latter arrangement. 
Although coverage on an individual basis with employer contribution 
would be easier to develop and administer than universal coverage, it 


would not be as desirable from the standpoint of general public interest. 


Other Groups 


It was originally planned to hold conferences with certain other 
representative groups before November 1, 1945, but time and other fac- 
tors did not permit. Among the other groups considered, or who had on 
their own initiative requested conferences, were: Associations of town, 
county and municipal welfare and administrative officers, New York State 
Veterans Commission, American Legion, Veterans of Foreign Wars; Associ- 
ation of Civil Service Employees, Farm Bureau, League of Women Voters, 
Hospital Council of Greater New York, Research Council on the Problems 
of Alcohol, State Parent-Teachers Association, Physicians Forum, New 
York City Chapter of National Lawyers Guild, Christian Science Committee 
on Publications, New York Clothing Unemployment Fund Agency, New York 
State Conference of Farm Organizations, New York State Public Health 
Council, and others. All groups making requests were furnished with 
the booklet of study proposals, Alternative Plans for Medical Insurance. 


Memoranda or letters were received from some of them, and also from other 
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organizations whose members had become familtar with the material through 


participation by some of their members in the conferences. Such memoran- 


da are summarized in this section. 


New York Clothing Unemployment Fund Agency (Tax Department). A 
single social service department should be created to administer health 
insurance along with Unemployment Insurance and Workmen's Compensation. 
Benefits should be comprehensive and should include all medical, hospi- 
tal, nursing and related service. The Commission's cost estimates were 
considered to be too high. Cash benefits should be paid for temporary 
disability due to illness or maternity, and for permanent disability. 


Financing should be by general taxes. 


Buffalo Chamber of Commerce. Consideration should be given to the 
encouragement of health insurance on a voluntary basis, through an educa- 
tional program. If health insurance were to become available through 
State or Federal legislation, a State program would be preferred. After 
comparison of the Ives Bill and the Commission's proposals, it was 
recommended that: Every resident of the State should be covered, The 
only equitable method of covering all persons would be for individuals 
to contribute in accordance with their ability, by tax and a flat fee. 
Existing private profit and non-profit insurance agencies should be en- 
couraged to continue through permitting individvals to deduct the cost 
of premiums (up to a certain amount) from required contributions to 
a State health fund. The cooperation of the medical profession would 
be necessary to assure the widest possible choice of practitioner, and 


Ways and means to secure such cooperation should be studied. 


Physicians Forum. Many features of the Commission's proposals were 
commended, but the plans as a whole were disapproved because of lack of 
comprehensive benefits, employment of the fee-for-service principle, 
permission for the physician to make extra charges, limitation of organ- 
ized medical groups to hospital and dispensary staffs, undue financial 
burdens on low-income groups, and lack of specific provision for post- 
graduate education of physicians. Medical insurance should be handled 


on a Federal rather than a State basis. ~ 


Christian Science Committee. Compulsory health insurance in gener- 
al was opposed. If adopted, any law should permit persons to choose 


their own method of treatment and they should not be compelled to under- 


go medical examination, supervision or treatment in order to receive 
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health or other benefits, if it were contrary to their religious con- 


victions. 


National Lawyers Guild, New York City Chapter. A thorough and 


lengthy analysis made essentially the criticisms and proposals made -in 
the CIO report. Comprehensive benefits, with financing by a general in- 
come tax, were recommended. In a separate section on group practice, 

it was recommended that both partnership practice, and group practice by 
non-profit corporations composed of any group of physicians (not limited 
to hospital or dispensary staffs), should be authorized under a medical 


insurance program, subject to State supervision. 


of 


Louis H: Pink.— The following suggestions were made as personal, 
unofficial ones, not binding on, but characterized as representing: 

....the sincere desire of the Associated Hospital Service of New 

York and the entire Blue Cross movement to cooperate fully with 

any sound program for a more comprehensive and efficient health 

service for the people of the United States. 

If all of the forces in the State and community were united in of- 
fering improved hospital and medical care to all, regardless of financial 
status, a compulsory plan probably would not prove necessary. A compul- 
sory program was opposed on the general ground that it would stifle in- 
spiration and progress, and would entail sameness, bureaucracy, lessen- 
ing of local initiative and responsibility, and a tightening of the con- 
trol of government over physician-patient relationships. 

The Sage Health Center Bill of 1920 (reviewed in an earlier chapter) 
was viewed favorably, and it was suggested that it be adapted to the : 
needs of the present. State-aid should be granted for research, scholar- 
ships and other medical education, and dental clinics for school children, 
One-half of the cost of erection of hospitals, health centers and clin- 
ics should be met by the State. Financial assistance for operation of 
official and voluntary hospitals and clinics should be granted by the 
State where income from patients and local public funds proved insuffici- 
ent. The government should enroll veterans in Blue Cross plans. 

If compulsory payments for medical care proved necessary, they 
should apply on behalf of employed persons and their families, with the 
employer being free (as under Workmen's Compensation) to self-insure or 


to obtain insurance from a stock company, mutual company or State fund. 


5/ A Health Plan for the State of New York, Memorandum Prepared for New 


York State Commission on Medical Care,, December 11, 1945. 
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Where family earnings are under $2,100 per year (less in rural areas), 
the employer and the State and local governments should share the cost. 
Where family earnings are between $2,100 and $3,500 (less in rural areas), 
employer and employee should share the cost. Individuals receiving over 


$2,000 and families receiving over $3,500 should pay the full cost. 


599 | 
CHAPTER XVIII 
PUBLIC OPINION ON MEDICAL INSURANCE 


There is no doubt that great public interest and concern exists rela- 
tive to the means by which medical care should be provided. To learn the 
wishes of the people as definitely as possible, a number of surveys have 
been undertaken by various organizations, some covering the United States 
as a@ whole and others being limited to a single State. This chapter sum- 
marizes the results of such surveys, but does not cover the survey of: 
public opinion conducted for the Commission by Surveys Incorporated, the 
results of which are presented in PART 3 of the report. 

In the interest of brevity and pertinence, there have peed summarized 
only those phases of the surveys concerned with the means by which medical 
care should be provided. All of the surveys were conducted by public 
opinion or market research organizations skilled in this work, and it may 
be assumed that the results are truly representative. It must be kept in 
mind, however, that the questions asked and, therefore, the answers re- 
ceived, vary from survey to survey, depending somewhat upon the attitude 
“of the organization responsible for the survey. Special attention should 
be paid to the nature of the questions in order that the answers may be 


properly interpreted. 


"What Do the American People Think About Federal Health Insurance?" 


This survey was conducted for the Physicians’ Committee on Reséarch, 
by the National Opinion Research Center, University of Denver, in August 
1944, The entire United States was covered. Some of the highlights of 


the survey follow: 


ce If you could get some insurance for which you paid a certain 
amount each month to cover all the doctor care you might need 
in the future, would you rather do that, or would you rather 
pay the doctor what he charges you each time? 


Prefer to pay in advance ........... 55 per cent 
PYretver ‘to Dsy 6ath “time si 40i. Fier oS 
Don't know eeoeeoeu#seeete#eoerpenrnerteereenesenrtereeeseswee @e 7 


Bs Would you be willing to pay $3 a month if you were assured 
complete doctor and hospital care for you and your family any 
time in the future you might need it? 


Willing to pay $3. per month ....... 67 per cent 
Not willing to pay $3. per month ... 25 
Don't know @eeeenevee0nreeeseenrtveveseeeerteertee et @ @ 8 
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Do you think it would be a good or a bad idea if the Social 
Security Law also provided for paying for the doctor ster hospi- 
tal care that people might need in the future? 


Goud: ident Aiieias Sis teas Cosine os 68 per - aenk 
bY ee he es Se oe ot 2 ee 19 
Dotk! Si RRO ead Vee aes tae ee 13 


If es per cent of people's pay checks would be taken out instead 
of the present 1 per cent, would you think this a good idea or 
bad idea? 


Geb Ade ORE POPES PS SSSR EY. Fo PP: 58 per cent 
Bee. BAG. Aaiitcd did din Rae Odd Adee és 10 
Dice tes WO ad Kes ho a eee ee OO ea 8 13 


(The remaining 19 per cent had replied to Question 3 
that inclusion of medical insurance under pag +e. 
Security would be a bad idea.) 


Would you rather have the Social Security law handle the insur- 
ance that would pay for people's doctor and hospital bills, or 
would you rather have it handled through some private insurance 
plan? 


Soetal Serurttg as CAIN Fo ORES. 48 per cent 
Private inSurancO..-..sessescvccees 13 
Don't KNOW ec eves ccccsesccvceseces 20 


(The remaining 19 per cent had replied to Question 3 
that inclusion of medical insurance under Social 
Security would be a bad idea.) 


"Public Relations of the California Medical Profession" 


This survey was Conducted for the California Medical Association by 


Foote, Cone & Belding in November 1943. 


were questioned. Some of the highlights of the survey follow: 


is 


Do you think we should have some sort of a socialized government- 
controlled medical plan? 


fk on Pees eee ee ee ea he eS ie eee 50 per cent 
Wc cesses teen Pens Pee e err eee 34 
Pee SRW hs Seis beter e ee eek es 16 


If you were asked to choose between one of these plans for medi- 
cal care, which would you prefer? 


Our present system of voluntary ; 
PPMOCRES FSS eee eee as 6 Pek com 


Voluntary pre-payment plan which 
entitles you to the services of 
any doctor you Choose... ...csssee. 31 


Only persons resident in California 
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Government-controlled plan supported 
by tax funds which entitles you to 

- the services of government-employed 
doctors in your community ........+.-., 23 


Voluntary pre-payment plan which 
entitles you to the services of 
the doctors employed by a clinic 


Or medical COnber.. ins ie disiadeeees eeen 4 
ee GROW “Se ics asus ba eeeneen eT a ere oF se ah 
Ss If you were asked to choose between one of these plans for ob- 
t taining hospital service, which would you prefer? 
Our present, SYSGOM s.45 sc09 ob ou Nia ban 33 per cent 


Voluntary pre-payment plan which 
entitles you to the services of 
any hospital you ChooBe 144 osean oeadias ea. 


Government-controlled plan sup- 

ported by tax funds, which 

entitles you to the services of 

a government-operated hospital 

in your community ...... Seererrr ort re 25 


Voluntary pre-payment plan which 

entitles you to the services 

of a clinic or medical center 

NOSPLtal .cccreccscccccreserssesesevvsees Ty 


Don! t know AAD eet eae ae eee et ee eo ee ee oe 7 


"Public Relations of the Medical Profession, State of Michigan" 
This survey was conducted for the Michigan Health Council by Foote, 


Cone & Belding in June and July 1944. Only persons resident in Michigan 
were questioned. Some of the highlights of the survey follow: 


se Do you think we should have some sort of a government operated 
medical hospital plan? 


Yes i 38.7 per cent 
No ee ee ee ee ee eee ee ereee 4o 8 
Don't know rr 17.9 
No ANSGwWCLeeeceeeveeeveeeeverses eevee ervece 0.6 
2% If you were asked to choose between one of these plans for medi- 


cal hospital care, which would you prefer? 


A voluntary pre-payment plan which 

entitles you to the service of any 

doctor or hospital you choose - spon- 

sored by the medical profession and 
HOBSPIGGIS osu dee cece bey es eee aeen i eink oe 33.7 per cent 


x 


Our present system of private practice, , 26.6 


A government-controlled plan sup- 
ported by tax funds which entitles 
you to the services of government- 
employed doctors in your community...... fl be Pee gl 


An insurance company plan under 
which you would receive an amount 
ee of money for which the policy was 
issued, and you would make your 
own financial arrangements with 


the doctor ‘and Hospital <2... essa ee. 13.4 
A pre-payment plan operated by 
ae UO Cav reek s creed Cctkee ead 0.9 
Don't hin Vee kT hk ERR RE LARER ETO REELS = I 
TN) INT a oak, 056 a 0d ed ng tenn Beeriicane eee erent t;2 
2 Do you favor the organization of groups of salaried doctors 


offering complete medical care in the home, office and hospital? 


Favor plan controlled by government....15.9 per cent 
Favor plan controlled by medical 
PLOPESSION cee es cere secesrercevccsvrevees i a 
Favor plan controlled by labor 
HESS Te Slee eee ke eee be Behe ee whe rigs 8 

Total favoring. Buch! e-plam.ic. i... .oels.. G28 38.7 


Do not favor such an organization 


ily AREER SE oe EEE Re ee re 41.0 
on: ROW. eS CHGS LRTHEeS SO SOS TITS eh 19.8 
OEE wre CeCe eh es bee ee epee ss Rk 0.5 
4, If you are not married, and a medical hospital plan covering hos- 
pital and surgical expense only cost you $1.50 per month, would 


you: 


Pay $.25 additional per month for medical service in addition 
to surgical service while in the hospital? 


LOB s+ «v0 a eer ann ee eee at eee 73.9 per cent 
Tn pruciinre Wie aietn s ikl oihinig ® Udibled ork wale Hb oye 13.2 
ES Rees oh a Fa ee a eX 68 Wie don Siacecmsas 12.9 


Pay $1.75 additional per month for complete medical and surgi- 
cal care in home, doctor's office and hospital? 


NG iia. dares Seely WA PAG ORE Oe Pen 46.5 per cent 
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5. If you are married, and a medical hospital plan for your entire 
family covering hospital and surgical expense only cost you 
$4.00 per month, would you: 


Pay $1.00 additional per month for medical service in addition 
to surgical service while in the hospital? 


per cent 


Yes 6.6 2 8 0.4.8.0 ©.6.0°R6, 6 0.0) O' 8, DOLD CO 8.4 8 Ore 678-2 Fee 


No ©oe0e2eee@e4@4040@0000008080808000¢F @ te FB eee ewe 


et NOW 5 é.6:2.0:ctene bs oe ee 


D9 
1.3 
2.8 


ke MO O*V 


Pay $4.00 additional per month for complete medical and surgi- 
cal care in home, doctor's office or hospital? 


_ Yes oov ewer ere eeoaeeearaneneeeneeee Sates 34.4 per cent 
No oeoeeoeenrene eer eoerereeeoneeeersreeeeoreseses 47.7 
Don't know 6 OB. 6.9.09 OO ODD 0.2 0 0 S.. 0) CORPO Oe e 17.9 


"Three Publics Appraise Prepayment Medical Care" 
This survey was conducted for the National Physicians Committee for 


the Extension of Medical Service, Ine .2/ by Opinion Research Corporation, 
in 1945. It is believed that the entire United States was covered. Inas- 
much as the results of the survey were available only in the form of an 
interpretive report, it is not possible to show the exact questions and 
responses, except where indicated by quotation marks. The reader is thus 
at some disadvantage because he does not know how "group-insurance”, 
"Federal government plan’, "doctor organization plan", etc. were described 
It was stated, however, that the descriptions were limited to sponsorship, 
and that such factors as benefits, coverage, cost, freedom of selection 
of doctor, etc. were omitted or minimized. 


1. 7 per cent thought something should be done to make it easier 
for people to pay for doctor and hospital care. 


2. 53 per cent admitted experiencing hardship in meeting medical 
bills at some time. 


3. 4O per cent stated that they were familiar with cases where 
others had foregone treatment because of financial stringencies, 


4. What method would help most to ease the financial burden of 
medical care? 


Prepayment ipleniac 095 .leeeldieie.cic4 54 per cent 
Natioual hesith insurance”. ies. oa CR 13 
Control of doctors' prices........ gaeas ef 
Welfare or charity for indigent ....... 4 
Installment payMents...crccsssevceveecee 5 
Teach people tO SaVGrccccvcovrccsvcvers 2 
Organize an association eset i cverocees 2 
Migcel] Lemnos. | fii. 2s vino We sb ils Pas ch 08 08 3 


1/ The leaders of the National Physicians Committee are for the greater 


part the leaders of the American Medical Association. 


De 


O*V 


EO. 


Which type of plan would you prefer, - 


Government sponsored? 4 .....c.ccccceeees hi 
Non-government sponsored? .............4. 36 


(After a brief description of the two types) 
Government sponsoOrdd*.. 5... ec ce ee es 45 
Non-government sponsored ............40-- 43 


bok 


per cent 


per cent 


Those who have heard of "group insurance" think it a 


Bebe Shen 26 FOS WER Loe tS er oan 55 
Wate GGG. si ies rec dw Oe eke ee ca eeesce 19 


per cent 


Those who have heard of the "Federal government" plan think it a 


Es SO i a ae ke eae ee a eae eae ae a oa eae Ke) 
OS fhe I Bele Ee Bp to death ble dh aR argh, ca 18 


per cent 


Those who have heard of "doctor organization" plans, think them 


a 


Goad fase tossoami sao Ft seatanos yoy 38 
RG 8 5484 a5 ob eS eee bas ou 


gs Ms hg ats) RR OnE: « RUE ne ae nnn Se 39 
Grete Tee ee rch ca tee ee 34 
BOOter We ee eR ETE. Orr ee Cran ¥2 


Do you think the Federal government plan would be 
for the nation as a whole? 


oo, RONG Ge oe as Oe nares Een grrr eae re 55 


Reasons for favoring private plans - 


People would not be compelled to pay.... 24 
Doctors and insurance companies would 

do better work in open competition..... 22 
Would make more effort to please........ 19 
WoGim- BO WOTS CTTICGICNE. ce ee 19 
No interference with free enterprise.... 17° 
Stronger personal relationship.......... a2 


Reasons for opposing private plans - 


Many people would not join unless 


compelled to dO SO .eveses Peeieo Bowed. ov 30 
Doctors would not cooperate ...sseeereees 19 
Cost more than government ..---+seeeeeeees 19 


Variability of types, incomplete cover- 
age, lack of cooperation of employers, 


per cent 


good or bad 


per cent 


per cent 


per cent 


BER PUI iC a Pel se Piles tees POOR es eee a remainder 
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11. Reasons for favoring government plan - 
Would assure people more medical care.... 38 per cent 
Would force people to protect themselves 
against medical expenseS ......4.. pic iMate Pont 25 
Would assure more care to people in 
rural areas and small communities....... 23 
Would provide care at lower cost........ ae. 
55 Reasons for opposing government plan - 


Too much red-tape and political 


POTIUONGS § bidvcs Ver hee ce eee ae ere ists 42 per cent 
Freedom of choice of doctor would 

PO. CUrcal len” cigksp dpe eee eee EPR OSES ESRD 23 
Doctors would take less interest 

ig .thelY patients 5 owes oes 60d ds si ean 22 
Destroy doctors' ambition, threat of 

socialism, lower quality of care, etc... remainder 

13 "Tf you had no insurance at all, which of these kinds of insur- 
ance would you consider it most important to have?" 

LAL. LOBULAR C hay vip: rece dieeciee seiiete sty las trey 50 per cent 
Hospitalization imaurance , is sses saaee «aa 6 26 
Bickuese PONSTIGS ©... cc eee e ee ae ea ee ere 26 

Add SRO: cs iigdibientea brs cuiaiesieanes ereele 16 
Germeral doctor bills ..seccccsccnsercane Seles? 
Surgical benefits ....sscescesee ey ee Se 13 


"Should Industry Support Federal Health Oi esa ae 
This was the subject of a ballot among some 50,000 subscribers to 


Modern Industry, a "substantial proportion" of whom vote. The results 


were: 
Per cent 
Yes No 
ie «Ripa Ml ad “tin Taliep = q1.7 58.3 
jek: © FRSA m5 > | « SMR gma eigen a ane Oe oo 45.0 
Wot CeCT SE ee pa ees 46.1 53.9 
SoGEN ache ee eek ora ths fie oe 43.8 51.2 
WORE its een che ee a tee 38.8 Si <a 
Paty te CGGR6 1. os rnin ch hus bake os 52.5 he a 


Among those voting "No", a significant proportion added "strike out 
the word 'federal' and I will vote yes." 


3/ 


"Should We Have Compulsory Health Insurance"= 
This was one of a series of a "Poll of Experts" conducted by Dr. 
Arthur Kornhauser and published in the American Magazine. The panél of 


experts voted as follows: 


2/ Modern Industry, July 15, 1945. 
3/ American Magazine, January 1946. 


4.05 


_l. The American penele should be protected by some form of health 


insurance 
TO saw ee aa a A TERR ee oS Oe ak cee 99 per cent 
2. This insurance should be compulsory and operated by the Govern- 
ment 
a is ee Fes ite dB ee PE Ss oS 60 per cent 


( Among caieled tans on the panel, the vote was: Yes - 50 per -cent: 
No - 50 per cent. Among social and economic authorities - not 
physicians - the vote was: Yes - 75 per cent; No - 25 per cent) 


President Truman's Plan 
This was a survey conducted in the District of Columbia by the Wash- 
ington Post Poles 


"The President has suggested that a small amount be paid from 
a worker's wages into an insurance fund that would help pay 
doctor, dentist and hospital bills for the worker and his fam- 
ily. Do you approve or disapprove of the plan?" 


RS OES aa sce eee SU w eden ene eee eRe Ae (0 per cent 
BAe aperove: sas Se. eS COA 21 
Nr a a nal <a holes ain a a 9 


"Highlights of a Survey on the Associated Hospital Service of New York" 

This survey was conducted for Associated Hospital Service of New York 
in May and June 1943 by the Elmo Roper organization, and reported under 
the above title by Frank Van Dyk, Vice President of Associated Hospital 


Service. 


1. When asked why they were not insured, the non-enrolled employees 
of firms participating in hospitalization insurance replied most 
frequently: 


Financial reasons - couldn't afford it. 

Don't feel I need it - I'm never sick. 

I already have another form of hospitalization. 

Just never interested - never thought about it - 
never got around to it. 


is Concerning cancellations, the most frequent replies were: 


Financial reasons - couldn't afford it... 25.4 per cent 
Had paid in for years and never used it - 

not getting out what they have paid in,. 15.9 
Took another plan which offered more 

WEE: pd bane aSe 6 a9 8 as piles ea eea es Ee ee 


a When asked what they felt was not good about the plan, almost 50 
per cent gave the reason that the plan did not include doctor 
bills, and about 20 per cent felt that the plan did not include 
sufficient benefits. 


Washington Post, January 20, 1940. 


LOT 


4, When asked what inducement would have to be offered to persuade 
them to enroll, more tha». one-half stated that the plan should 
pay all or part of the doctor's bill. 


Comments 

In spite of the different questions asked, and the different areas 
covered by the surveys, there can be no doubt that a majority of people 
want insurance covering hospital and medical expenses. They are willing 
to pay directly for such insurance if the costs are not too high. 

It appears that the people are not primarily concerned with the ques- 
tion of government or private sponsorship. Their concern is that a plan 
shall be available which will not only benefit them personally, but which 
will benefit all of the people. They apparently think that a government 
plan would reach more rural people and more low-income people that would 
a private plan. Where the questions have not implied that government 
would tell people what physician and hospital they must use, they seem 


to be favorable toward a government plan. 
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CHAPTER XIX 
POPULATION COVERAGE UNDER MEDICAL INSURANCE 


Various groups of the population may be covered under State or natién- 
al medical insurance programs, depending upon the medical needs of such 
groups, economic status, occupational status, relative ease of administra- 
tion and collection of premiums, and available moneys. Table 1 shows the 
coverage afforded by 2/7 national health insurance plans, and the variations 


among them. 


Dependents 

Health insurance had its beginning in the payment of cash indemnities 
to persons who were absent from work due to illness, the cash payment be- 
ing intended to serve the dual purpose of compensation for loss of wages 
and of affording the means by which an ill or disabled worker could pur- 
chase medical care. This type of insurance of necessity was limited to 
wage-earners, but it soon became apparent that illness was less likely 
to be prolonged and that better health results would be obtained if, in 
addition to ¢ash benefits covering loss of wages, medical service was pro- 
vided to the insured. Except for private (commercial) companies, practi- 
cally all insurance plans, compulsory and voluntary, now provide medical 
service, which has facilitated the transition to inclusion of dependents. 

A number of national plans as yet do not cover spouse and children, 
and this is also true of many voluntary plans sponsored by labor unions 
and tavostrres — However, the trend is steadily toward inclusion of all 
family members in both voluntary and compulsory medical insurance, and 


existing plans of all types are broadening their coverage in this direction. 


Economic Status 

Limitation of insurance to persons and families below a certain econ- 
omic level is attributable to a class concept which is foreign to American 
philosophy, i.e., the concept of a low-paid working class. Insurance for 
such a class more nearly resembles a scheme for forced savings to avoid 
public expense (combined with fixation of some responsibility upon the 
employer for the health and welfare of his low-pay employees), than as a 
straight insurance system. The early history of plans sponsored by medi- 
cal societies discloses that at first insurance was to be limited to per- 


sons and families below a certain income. This did not prove popular, 


1/ See Table 1, Chapter XII. 
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Table 1. Population Coverage Afforded by National Compulsory Health Insurance Plans// 


DEPENDENTS 
CovERED 


Income Liwit 
FOR 


OccuPATIONS 
CovERED 


COUNTRY Wage Earners| Salaried 
anual Others 
Workers) a al 
AUSTRIA. cess teens Commerce | Commerce 
Industry Industry 
Minin, Minin 
Agriculture | Agriculture 
Personal Personal 
Services Services 
BULGARIA? oe ce. All All 
CRTe ee sic ant erin ks 12,000 
Btee et Bie oh ae pesos 
CZECHOSLOVAKIA...... 
UD Diy 005 GN il: ee 4,200 
kroner* 
Sear NE Bi weed ski £250 
Ae SS Saas Industry 
ini Mining 
Navigation 
Buildings 
Industry 15,000 to 
Commerce ,000 
Agriculture francs 
ae oe 3600 R.M 
ERE £420 No 
- eemeeeseee Be - 
agricultural 
workers Pengo 
9600 
lire 
Beni waaay ie esan ane Industry 
Mining 
ails csi hs tps veers All 
ee ee All but 4800 
agricultural litas 
workers 
Tee cnn A 10,000 
francs 
NETHERLANDS......... 
NEW ZEALAND......... £208* 
TRRREOV NS oe ics 3 hak 4500 
kroner 
Tel 0] 0 ESSE ae ne eS ramen 
105] GN. [i SP ee See eee All except 8700 
agricultural zloty 
workers 
PORTUGAL & ©. 20: 
members 
BUUINUANGAS soko. cc oo All except 72,000 
agricultural lei 
workers 
SWITZERLAND®......... 
LOSS ALS Ree ere pee eae All None 
YUGOSLAVIA .6 oss 3 All except 
agricultural 
workers 
‘Consideration now being given to extending scope to dependents. * Expected to be insured in her own right. 
? Either actively or passively insured. * Limit for receipt of cash benefits only. 
5 Limit for active insurance. ‘ * Considerable variation in schemes. 


a/ Ages covered refers only to requirement for payment of registration fee. 

b/ Added by Commission from supplementary data. 

T] Health Insurance, Special Committee on Social Security, House of Commons, Ottawa, 
1943. Credited to Approaches to Social Security: An International Survey, Interna- 
tional Labour Office, Montreal, 1942. 


, 
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and restrictions were changed so that "service" benefits were for those 
*“ below .a certain income, while those above ,such income limit would receive 
"indemity" penefits .=/ 

This distinction still holds in many plans, but the trend seems to 
be toward writing all policies as indemnity policies, with a proviso that 
if the charges exceed the amount stipulated in the fee schedule, and if 
a subscriber is below a certain income level, an individual appeal may be 
made to a review board for adjustment or elimination of charges in excess 
of the schedule. This device seems to have been necessitated by the re- 
luctance of prospective subscribers to divulge their income as a @ondition 
to en¥ollment in a plan, and by the fact that after enrollment, income 
status may change markedly for better or for worse. 

A compulsory medical insurance plan has two great advantages to offer: 
(1) spread of risk among a large population group, and (2) contributions 
toward the cost of care for below-average income persons or families by 
those of above-average income. If persons above a certain income limit 
are excluded from benefits, they must contribute nevertheless through 
general taxation on behalf of those below such income limit. Because 
it does not seem equitable to deprive them of the first advantage, if: 
any distinction is to be made it should be to limit the above-average in- 
come group to indemnity becatise 1° 

Persons who are wholly or partly dependent upon public assistance 
for their subsistence have usually been excluded from coverage, being ex- 
pected to receive their medical services from public welfare agencies. 
However, they may be included, as in New Zealand, as a matter of right 
or, as proposed in several State and national plans, by payment of premiums 
on their behalf by the public assistance agency responsible for their sup- 
port. 


Occupational Status 
There are two important considerations which have tended to limit 
coverage to persons in certain occupations. The first is simplicity of 
tax collection. Because revenues for some part of the cost of a majority 


of plans are based on wages and salaries rather than on total income, col- 


2/ "Service" means that for a specified service the physician or agency 


rendering care agrees to accept the stipulated payment by the insurance 

agency as full payment. "Indemnity" means that for a specified service 

the physician or agency may exercise the right to charge the patient in 

addition to the fee received from the insurance agency. 

4/ Another device for combining "service" and "indemnity" provisions in 
the same plan is described in Chapter XXI. 


“War 

lection of a percentage of wages and salaries is obtained with difficulty 
and at a high rate of administrative cost from persons irregularly employed, 
or engaged in occupations such as agriculture and domestic service where 
the number of employees per establishment is small and where payments in 
;kind rather than in cash often enter the picture. Persons in such occu- 
cakt ae are not excluded because they do not need goverage (in fact, they 
may need it more than the others), but rather because of the difficulties 
and costs of collection. The second consideration is the possibility of 
obtaining contributions from employers. This is a device which makes the 
beneficiary think he is getting something for nothing, and tends to gain 
popular support for an insurance plan, although in reality the employee 
must pay indirectly, in the form of increased prices of goods and services, 
for the cost of the plan. 

Another consideration is partly attributable to development of health 
and social insurance systems at a time when salaried workers had a much 
greater measure of security than wage-earners. Governmental employees 
often have their own medical and other types of insurance systems, and 
are usually excluded from compulsory plans. Also, Federal employees can- 
not be included under a State employer-employee financed plan because a 
State cannot tax the Federal government. The employees of local govern- 
ments may be included, however. Within the past year, it has been made 
legal for municipalities to contribute one-half of the cost on behalf of 
their SU ete os 

If coverage is limited to certain occupations (usually termed "cov- 
A CPOE. employment"), it is necessary to fix a minimum level of earnings or 
contributions bearing some relation to the annual value of the insurance. 
Otherwise, a person enjoying a good income from other sources might par- 
ticipate in covered employment for only a very short period and contribute 
jonly 2 nominal amount, yet benefit extensively from the insurance. 

In a State plan a residence requirement should be imposed if general 
funds are to be used to supplement employer-employee contributions. If 
this were not done, non-residents would benefit at the expense of resi- 


dents who contributed to the plan through general taxes. 


{ 
Age 


The column entitled "Ages Covered" in Table 1 in most instances refers 
to the ages of contributors, rather than to beneficiaries, and is thus 


significant only for those plans which do not provide benefits to depend- 


5/ Chapter 420, Laws of 1945, : 


12. 

ents, e.g., Chile, Hire, Great Britain and Norway. 

Another type of plan, which departs somewhat from the insurance prin- 
ciple, would limit coverage to persons in certain age groups (initially, 
at least). Under the proposed Maternal and Child Welfare Act of 1945 
(S. 1318, 79th Congress), grants-in-aid to the States would be provided 
for maternity services, and for medical, dental, hospital and related ser- 
vices to children under 21 years of age. The States tndividually would be 
free to provide such services with or without a means iets 

The outstanding characteristic of a plan limiting coverage to children 
is that health, like education, is considered to be a right to which every 
child is entitled. There would seem to be two outstanding advantages in 
this type of plan. First, the greatest need and hope for accomplishment 
in the prevention.of disease and disability lies with children in the 
formative years of life. Second, it would entail only a modest cost, and . 
the experience obtained in its administration would be helpful in reaching 
a decision as to whether, and in what form, a plan with broader coverage 


should be developed subsequently. 


Universal Coverage 

The trend in medical insurance as in other forms of social security 
is toward covering all groups and classes of the population as a matter 
of citizenship, rather than ministering to only certain classes on the 
basis of administrative simplicity, expediency, or the concept of a fixed 
class composed of low-income industrial workers. New Zealand, Denmark, 
the U.S.S.R. and, to a great extent, Switzerland, cover the entire popu- 
lation, and Canada, Great Britain, L/ Chile, etc., have such plans under 
serious consideration. Modern administrative methods and tax-collection 
devices make possible the fulfillment of the desire expressed by the peo- 


8 
ple of New York Becher! that all persons should be covered. 


Exclusions 
Some plans accord recognition to certain groups which because of re- 
ligious beliefs will not use medical benefits, by excluding them from bene- 


fits and exempting them entirely from making contributions. However, it 


6/ Although the Children's Bureau Advisory Committees on Maternal and 


Child Health are reported as advocating determination of eligibility by 
the State health agency (Journal of the American Medical Association, 130: 
228, Jan. 26, 1946), States would presumably be free to use or not to use 
a means test in determining eligibility. 

ti It is worthy of comment that the British plan was developed prior to 
the advent of the present Labour Government. 

8/ See Chapter XVII and PART 3. 
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is fundamental in a compulsory plan that people of above-average income 
contribute on behalf of those below the average. It would seem, there- 
fore, that if persons were to be excluded from benefits because of reli- 


gious beliefs, the tax exemption should not exceed the actual value of 


the benefits. 


i 


yay 
CHAPTER XX 
BENEFITS 


Benefits Generally 

The benefits provided under national compulsory health insurance 
plans have been illustrated in Table 5 of Chapter XV. Only general prac- 
titioner service, maternity care, hospital care and drugs are offered by 
@ majority. A number offer medical appliances, but only a few include 
surgical treatment, specialist service, dental or preventive benefits. 

In some instances surgical service is provided as a part of care in hospi- 
tals, especially public hospitals, @ither as a part of the compulsory plan 
or in connection with public medical services. In a majority of plans 
benefits are available for a period of only 26 weeks, although some plans 
provide for a longer, stated period, and some prescribe no limit. 

It is characteristic of plans proposed in this country that surgical 
and specialist, as well as general medical service, are included. Hospi- 
tal care is also furnished, and x-ray and laboratory diagnostic services 
are usually included. As a rule, only limited dental benefits are pro- 
vided because of the high cost and the lack of personnel. Drugs are very 
rarely specified for inclusion, probably because the administrative costs 
involved would be very high in relation to the value of the drugs, and be- 
cause over-prescribing and the use of expensive or worthless proprietary 


remedies are difficult to prevent. 


Services Excluded 

Exclusions are generally made on the basis of an accepted or legally 
fixed public or private responsibility. In theory it may not be necessary 
to make the customary exclusions because many of such services can be hand- 
led on an actuarial basis, but in practice it may be best to do so in the 
interest of simplicity and economy. 

Public responsibility. The care of tuberculosis after diagnosis is 
usually excluded because this disease is best cared for in special hospi- 
tals which provide the services of specially-trained physicians as an in- 
tegral part of the care. Also, the control of tuberculosis depends on 
case finding and case control measures which require highly specialized 
and integrated facilities and personnel for mass examinations, follow-up 
examinations, and the like. The public would seem to be entitled to the 
reductions in costs and to the high grade of service which has been devel- 
oped over the period of 40 years or more in which tuberculosis programs 


have been operated as public medical services. Hospitalization of the 
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tuberculosis patient benefits the community as much as it benefits the 
patient, and the cost thereof should be a wholly public charge, as is now 
provided under New York State law for patients eligible for admission to 
county tuberculosis hospitals, and as should be provided for other sub- 
divisions of the state 2! 

The care of mental disease after diagnosis is usually excluded on 
the same general grounds as tuberculosis .= The institutional treatment 
of chronic addiction to drugs or alcohol also requires specialized facil- 
ities and personnel; it is a public health problem also, and the sost 
should be borne by the community at verad ei! 

Other medical procedures excluded are those which are public health 
functions of departments of health, education, labor and mental hygiene: 
the prevention or control of the spread of communicable disease, study 
of the prevalence of disease and health hazards, and determination of 
fitness for school or ens vorption’ 21 

Individual and collective private responsibility. Care in schools 
for the blind and the deaf, and the departments of institutions such as 
orphanages, county homes and jails, is excluded because the provision of 
medical care therein is considered to be an integral part of the custodial 
care. Institutional care of the chronically ill is also excluded when it 
appears that such care is largely domiciliary rather than restorative in 


character and is, therefore, a subsistence rather than a medical need, 


1/ The requirement that a patient pay if he is judged able to do so by 


welfare department or similar standards undoubtedly prevents a number from 
entering hospitals and becoming non-infectious. The result of this pol- 
icy is often a continued spread of the disease, and continuing costs to 
the public for the care of cases attributable to the first. Further, the 
amount collected by tuberculosis hospitals from individual patients is 

so small that it is questionable whether it significantly exceeds the costs 
of financial investigations and collections. 

2/ As in the case of tuberculosis, to be consistent with the objectives 

of a medical insurance plan, the present practice of charging patient or 
relatives for care in a mental hospital should be discontinued. 

3/ At present, patients with these conditions cannot be admitted to State 
mental hospitals unless some other type of mental disease is present. 
Amendment of the Mental Hygiene Law to permit admission of this type of 
patient to State mental hospitals and to authorize the establishment of 
special hospitals for the care of these conditions would be necessary to 
conform to the objectives of a medical insurance plan. 

4 / There would be retained to departments of health, mental hygiene, edu- 
cation and labor, the application of disease investigation and control 
methods, health education, school health service, case finding by mass 
methods, study of occupational hazards, etc., - all of which are essentially 
community procedures. Examples are: examination of tuberculosis contacts, 
mass surveys for diagnosis of tuberculosis or syphilis, examination of 
food handlers, school medical inspection, etc. 
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Care in any institution required by law to provide hospital care without 
cost to the recipient, such as marine hospitals or veterans hospitals, 
is also usually excluded because the responsibility has been fixed upon 
a certain agency rather than upon contributors to an insurance plan. 

The costs of care of diseases and disabilities which have been de- 
fined by law as the responsibility of an employer, such as Workmen's Com- 
pensation cases, or as the responsibility of an individual, such as in- 
juries resulting from an auto accident, are excluded. 

Medical and surgical treatment for purely cosmetic reasons is usually 
excluded, but such exclusion does not embrace such procedures as plastic 
surgery for the remedy of scars, contractures or other congenital or ac- 
quired disfigurement. 

Although physical examination for the purpose of diagnosis may be in- 
cluded, examinations to determine fitness for employment, attendance at 
school and the like are generally excluded as being a matter of public 


or private responsibility outside of the scope of an insurance program. 


Type of Payment for Benefits 

Under private (commercial) insurance plans, benefits consist of cash 
payments to beneficiaries for specified illnesses. In some contracts it 
is required that the beneficiary substantiate the fact that he has paid or 
has been billed by a physician, hospital, etc., for the care of such ill- 
ness. In other contracts proof of illness may be required, but it is 
not necessary to show that the cash payment to be received from the in- 
surance company will be used for medical expenses. The danger inherent 
in this method of payment for benefits (which was at first the only meth- 
od approved by the American Medical Association) is that beneficiaries may 
not use the money for medical care, thus negating the objective of the 
medical insurance plan. Another danger is that the participating physi- 
cian, etc., may not be assured of his payment. Also, the method does not 
lend itself readily to payment for complete service; e.g., laborabory 
service as part of hospital care. 

The better method, and the one which is generally employed, is to 
make payment directly to the physician, hospital, or other person or agen- 
cy providing service. 


Cost of Professional Services Generally 
The task of estimating the cost of professional services is fraught 
with uncertainty and beset by prejudice. There is little to be gained by 
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comparison of annual or per capita costs among plans unless fee schedules, 
content of services and type of population served are comparable, as they 
seldom are. Costs may be related to average income of physicians with 
some certainty, but at this point there enters the element of evaluation 
of the worth of a physician's service. To some persons an average net 
income per physician of $9,000 per year would seem inordinately high, to 
others it would seem fair, and to still others it would seem relatively 
low in view of the exacting demands of medical practice and the long and 
costly period of preparation. 

Perhaps’ the most important factor in estimating costs is to present 
the full data on which costs are estimated, and to relate them to volume 
of service. If this is done, adjustments which may seem necessary in the 
light of later developments can be made on logical grounds. In the follow- 
ing sections an attempt is made to correlate the estimated cost of benefits 
with anticipated needs and current practice. One fact to be borne in mind 
is that gross income and net income should be clearly distinguished. The 
individual practice of medicine is a form of business, and expenses for 
office rent, drugs and supplies, instruments, transportation and other 
items amount to 35 or 40 per cent of gross income. 

‘The estimates which follow have been made with. the expectation of 
satisfying all real medical needs under cirgumstances where no financial 
barrier exists, and when all beneficiaries have been educ ated to the avail- 
ability and desirability of securing complete medical service. During 
the first years of operation the plan might not conform in total’or in its 
constituent parts the estimates made, both by reason of incomplete 
utilization of deine services, and over-utilization of others where there 
is a backlog of accumulated needs, e.g., surgical operations to correct 


defects which have not caused marked disability. 


Physician Service 
If the number and type of services required are known, the cost may 


be computed by applying a fee for each service. Utilizing the data on 
services required for adequate medical ee after adjustment to the age - 
distribution of New York State te population, and fees based upon the New 
York State Workmen's Compensation Fee Shani (see Table 1) the nce’ 


5/ The Fundamentals of Good Medical Care, R. I. Lee and L. W: Jones, 
Publication No. 22 of the Committee on the Costs.of Medical Care, Univer» 
sity of Chicago Press, 1933. 23 3 
6/ Minimum Medical Fee Schedule, Division of Workmen's Compensation, New 
York State Department of Labor. 
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of adequate medical care per 1,000 population of all ages was computed, 
the results being shown in Table o,L/ 

Several factors must be kept in mind with regard to Table 2. First, 
the costs embrace all medical services that would be provided directly to 
individuals, with the following exceptions; treatment of tuberculosis; 
treatment of psychosis, feeble-mindedness, neurosis, behavior problems 
and institutionalized cases of neurosyphilis; health supervision, and 
communicable disease case-finding and control as ordinarily carried on 
by public health departments and school health services; and periodic 
physical examinations of apparently well individuals. Second, the fact 
that a medical insurance program would compensate certain classes of phy- 
sicians, especially surgeons, for services now provided without cost to 
staff cases, the indigent, etc. might justify lower fees for such type 
of service. On the other hand, certain fees perhaps should be increased. 
It is possible that the two changes might be compensatory. This fee sche- 
dule was employed because it has an official basis and because it has, in 
general, served as a model for the fee schedules adopted by voluntary medi- 
cal insurance plans. 

Exclusive of x-ray, physiotherapy and eye refraction, the cost of 
complete physician service is estimated to be $19.52 per person per year - 
$12.12 for general practitionery $3.61 for specialist service other than 
operation and $3.79 for surgical operations.—’ The actual expenditures 
for physician service in New York State in 1944-45 is estimated at $15.27 
(eee Table 3 of Chapter IV). In Chapter XIII it was estimated that for 
1,000 of population 1,796.1 physician-hours would be required to provide 
these services. At the estimated cost of $19,522, the annual gross earn- 
ings per physician devoting 1,440 hours per year to seeing patients would 
be $15,675 gross, or about $9,400 net. To earn this amount, a physician 
would have to work full time and provide'all care for an average population 
of about 800 persons. On an hourly basis, his net earnings (at 60 per 
cent of gross) would be-$6.52 if no allowance were made for time spent in 
travel, study, waiting for patients, the business end of practice, etc. 

If an allowance of an additional 50 per cent of his time were made, his 
net hourly earnings would average $4.34 

Table 3 shows what the average annual earnings of New York State's 


estimated 24,422 practicing physicians would be on the basis of $19.52 


7/ See Chapter XIII for general description of the Lee-Jones Study and 


its adaptability to present conditions. 
8/ Compare with per capita surgical costs shown in Table 6, Chapter ate 
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Table 2. 
Adeq 


993.78 
begi idee 


Nervous & mental 
Total 
Eye refraction 


5,614.20 


ae Lt 


by ophthalmologists at $7.50, 


per capita, 


General Soa east Total 
practitioner & treatment Operation physician 


Disease 
catego 

Respiratory , 082.66 ‘5 ° 
Digestive 896.92 A 
Acute communicable 720.92 

Injuries 898.39 

Puerperal 968.42 

Syphilis « sonorrhea 620,55 

General. diseases 955.07 

Skin 154.27 

Female genital 216.52 

Ear & mastoid 91.56 

Muscles, bones, etc. 128,38 

Kidneys & annexa o71.49 

Heart & arteries 871.08 

Eye & annexa 14.78 

Circulatory 66.75 

Male genital 6.81 

Neuralgia, etc, 131.24 

Neurasthenia, etc, 225.08 


35, 789.15 


420 


Cost of Physician Services per 1,000 Population in Providing 
uate Medical Care at Workmen's Gompens at on Fees 


New fi asian ee State 


604,28 
722.69 
40 .'74 
50 . 36 


"2,917.46 
841.70 
1,210.29 
1,174.77 
1,134. 26 
1,167.07 
217.86 
560.02 
298.38 
318.19 
961.40 
898.79 
423.79 
157.33 
155.07 
182,50 
308.83 
310.65 


19,522.52 


a/ Based on assumption that one-half of refractions would be performed 
and one-half by optometrists at $4.00 


The average earnings figures in Table 3 are somewhat lower 
g g 


than that of $9,400 net calculated for the theoretical average physician 


inasmuch as not all physicians are capable of work ing the full time re- 


quired. 


The data in Table 5 may be compared with national average earings 


of $14,341 gross and $9,186 net reported for 1943,2/ Although the State 


Table 3. Estimated Annual Average Gross Earnings 

of Physicians, by District, in Providing Adequate 

Medical Care at Workmen's Compensation Fees, New 
York State 


Persons | Average income 
racticing per 
District |physicians physician} Gross 
? ? 


Albany 
Buffalo 
Rochester 
Syracuse 
New YorkS/ 


b/ 60 per cent of gross 


a Rafusted by adding 1 million to population base. 


Medical Society 
considers the Work- 
men's Compensation 
fees to be too 
one ee al- 
though some critics 
have felt that they 
are too high, such 


data as are avail-~ 


able tend to sup-. 


ort the belief 
9/ "Specialists' Economic Status" Medical Economics, October 1945. Figures 


are for all physicians, including specialists, who were in active practice 
and who derived less than 50 per cent of their income from salaries. 
10/Minutes of the Annual Meeting, House of Delegates, Medical Society of 
the State of New York, New York State Medical Journal, 46:195, January 15, 1946. 
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that they are sufficiently representative of current costs to be used as 
a basis for estimating the cost of benefits under a State-wide medical in- 
surance plan. 

Cost under program providing complete medical care. To provide ade~ 
quate medical care at the fees employed, the cost of physician service 
for 13,75 alia people would be: general practitioner - $166 ,§38 ,588; 
specialist, consultation and treatment - $49,695,250; specialist, opera- 
tion - $52,100,813; total - $268,434,650. However, these figures must be 
‘adjusted to exclude costs for which employers and others would be liable 
under Workmen's Compensation and private liability laws. In 1943, insur - 
ance companies paid out $69.25 million, =2/ and self-insurers an estimated 
$18 3 tonj a total of $87.25 million, under Workmen's Compensation. 
Of this sum, 30 per cent was for medical benefits, of which-about 70 per 
cent or $18.32 million was paid to eplidigha et Deducting this sum and 
$h million arbitrarily estimated as payable under other liability laws, 
leaves approximately $245 million payable for physician service under a 
medical insurance plan. 

When varying amounts are added for x-ray, radiotherapy, laboratory 
diagnostic services and physiotherapy, as indicated in subsequent sec- 
tions, the total cost, exclusive of eye refraction, is about $258 million, 
the figure employed in Plan 1, Table 1 of Chapter XVI. This Bum is made 
up of general medical and surgical service-- $245 million; x-ray service - 
$10 miilion; laboratory service (electrocardiogram, basal metabolic rate 
determination, etc.) - $1.5 million; physiotherapy - $0.8 million; and 
miscellaneous - $0.7 million. The per capita expenditure for physician 
service for beneficiaries would thus be about $18.76 | 

Cost for surgical and obstetrical care - home, office and hospital. 
The figure of $72 million employed in Plans 2 and 4, Table 1 of Chapter 
XVI, is based upon the cost of operations performed by specialists - 
$51.38 million, and obstetrical care - $16 million, a total of $67.38 
million. It was considered that the costs chargeable to Workmen's Com- 
pensation cases would be somewhat overbalanced by the cost of minor-sur- 
gery. performed by other than qualified specialists, and by the cost of 
treatment of fractures, etc., to correspond roughly to the $72 million 
figure developed independently. 


11/ New York State Insurance Report, Vol. III, 194h. 


12/Estimated from statement of Director of Division of Self-Insurance. 
Represents 500 private employers and 700 political subdivisions. 
13/ See Chapter VIII. 
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Unpublished data supplied by Dr. Nathan Sinai provided an estimated 
cost of $93 million for in-hospital physician service, of which about 80 
per cent or $74.4 million was thought to be attributable to surgery and 
obstetrics. This amount would be lessened by cases chargeable to Work- 
men's Compensation, and increased by surgical service to out-of-hospital 
cases. 

The date available from experience under surgical contracts of the 
voluntary medical insurance plans are not as helpful as they might be, 
owing to the fact that a maximum is prescribed. However, surgical con- 
tracts pay out about $3.50 per capita,—’ which for the State population 
would be about $49 million. Obstetrical cases would increase this by 
about $165 million to a total of $64 million. 

All available data point to a cost of about $70 or $72 million for 
surgical and obstetrical care. 

Cost of in-hospital service. A figure of $93 million for in-hospital 
service is estimated from the unpublished data supplied by Dr. Nathan 
Sinai, which indicated a per capita cost of about $5.77 No deduction was 
made from this figure for Workmen's Compensation because a compensating in- 
crease in physician service in the hospital would be expected if payment 
for physician service for out-of-hospital cases were not included in the 
eiien This figure was employed in Plans 1 and 2 of Table 1, Chap- 
ter XVII. 

Home and office service. $177 million is estimated as the cost of 
home and office service by physicians, the figure being obtained simply 
by subtracting $93 million as the cost of in-hospital services from the 
total of $258 million, and arbitrarily adding $12 million to compensate 
for an anticipated increase in diagnostic and minor surgical procedures 
in the office which would otherwise be provided in hospitals. 

Cost of complete care for children. An estimate of $34.7 million 
was obtained by applying to the cost for each disease category, the ratio 
of the disease expectancy rates under 8 years of age to the rates for all 
ages, as given in the Lee-Jones Senate 2! Eye refraction was included. 
This figure was employed in Plans 2, 3, 4 and 6 of Table 1, Chapter XVI. 
Because children require relatively more physician care than the popula- 
tion as a whole, and because no part of the cost is chargeable to Workmen's 
Compensation, etc., the per capita cost is about $24.80, exclusive of 


refraction, as compared with $18.76 for the population as a whole. The 


14/7 It is estimated that this figure would cover also prenatal, and 


obstetrical and surgical after care. 


4.23 
addition of refraction brings the cost to $25.09 
Well-child care under 8 years of age. In estimating a cost of $10 


million, allowance was made for a maximum of 9 visits during the first year 


of life and 3 annually thereafter for health supervision and immunization. 


Eye Refraction 
It has been estimated that about 175 eye refractions per 1,000 popula- 
tion per year would be necessary. Assuming that one-half would be done by 
physicians (ophthalmologists) at $7.50, and one-half by optometrists at 
$4.00, the total annual cost would be $13.01 million. The per capita cost 


would be about $0.95 


X-ray 

The estimated annual cost of x-ray examination and radiotherapy shown 
in Table 4 is based on the volume of service required in the Lee-Jones 
Beate! at Workmen's Compensation rates for physicians with "XD" qualifi- 
cations (see Table 1), i.e., a physician who "either does not limit his 
practice to the special field or is not yet authorized to act as consultant 
in the branch of medicine in which he has been adjudged competent." At 
these modest oe X-ray and radiotherapy service would cost $51,383,750 
for the State population (including Workmen's Compensation cases)’. 


Table 4. Estimated Cost of X-ray Examina- There is, however, 


tions per 1000 Population at Workmen's Com- 
pensation Rates a/, New York State. ee ee 
Disease category Cost of x-ray desirability of using 
Respiratory $ 955.75 these figures. Table 5 
Digestive 1,374.83 

Acute communicable - shows the results of a 
se Needs 19h ot study of the experience 
Puerperal re 

Syphilis & gonorrhea 30.10 of an average hospital 
General diseases 654.30 in respect to x-ray 
Skin {20 

Female genital 254 .06 costs. The actual cost 
Ear & mastoid . 11.09 cost of providing ser- 
Muscles, bones, etc. 30.03 

Kidneys & annexa ; hO.21 vice under these circum- 
ats Dg oI, 40.53 stances was about 38 per 
Eye & annexa IOP AR 

Circulatory 2-27 cent of that which would 
Male genital ni 

be all 
Seweal pia 0 eee 78.28 e allowed under the 


Neurasthenia, etc. - "XD" schedule, and about 
Nervous & mental 45.55 25 per cent of that which 


Total $3,737.00 
a/Rates for physicians with "XD" qualifi- would be allowed under 


cations, see Table 1. 


15/ Fees for specialists with "SD" qualifications are about 35°50 LO per 


cent higher. 
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Table 5. Comparison of Actunl Cost of X-ray Diagnostic Examinations in an Average Hospital 
with Cost That Would Be Incurred if Same Examinations Were Purchased at Rates Prescribed 


in Minimum Medical Fee Schedule for Workmen's Compensation Cases for Exaninations by a 
Full Specialist ("SD" Quelification), and by a Limited_Specialist 


"SD Cost 
_ Type of No. in| Unit| for 
SMALL oe etSon as ha waa we ser _an 


2 See ee ee ee ee ° 
Eile 6:56.50) eo c00e's's ED weln'e wate 
Barium CneMAacccocccccccccscs 
OS eee @ ROPE Ae.) ee ee 
Chest fluoroscopy......-+-- ° 
Ee ae Se eee 
CPSCORTAM 5 o> coicsbsccce een ts 
a fee ey Ee eee 
WOME el vp dccc sc teveceswecive 
ARs 6a ates simn@d acs o eles 
POG ca ccscecccccseseccscces 
POLEAULANGST cc csscadeneces 
Gastrointestinal (upoer).... 
Gastrointestinal (complete). 
DORE TO-GPIMATY 60 cddeccesccse 
DOM eae be ob oe cdeeessh opine 
PitatGwss basses big¢is sashes s . 
Intravenous pyelogren....... 


Tyne of 

exanination 
| _(Colurm) | 
EMOG. esceneste 
a ee 
BMGLDLOccesse 
RAS UOT .. cae tie 
MARL Leics 10060 
WOR Glaisla eee o.0'5.8 
iE See I 
Retrograde 


pyelogran... 


Shoulder...cee 
SimuseSecereee 
Sims tract... 
rn wis s ss sce 


OSU SG. dei de 
yt F 
ne eee 
Ventriculogran 


Note: Column a is result of sna Lae process, every twelfth exaninetion being tabulated. 


Column b is unit cost from Workmen's Cormensation Fee Schedule. 


of Columns @ and b. 


Column c is the product 


Tiese costs tend to be low because no extra charge was made when fluoroscopy of chest 


wes done in addition to x-ray photography. 


Calculetions: Records sampled are those for period July 1943 - June 1944, excent October 


T943. Semmle wes one-twelfth of total experience. 
Correction factor = 12 x <* 13.0909 


Total cost for sample, bon 855 x 13.0909 = $299,193 expected income at Workmen's 
62 at "XD" retes (assuming "XD" rates to be two- 


Compensation "SD" rates, and $199, 
thirds of "SD" rates). 


Actual costs were $76,336, for salaries, supolies, housing, light and all overhead, 


for fiscel year ended July 1, 1944, This represents about 25 ver cent of "SD" rates 


and 38 ver cent of "XD" rates. 
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Table 6. Comparison of Actual Cost of Laboratory Service in an Average Hospital 
with Cost That Would Be Incurred a Same Work were vlan hgh at Rates Prescribed 
ation ac 


examination 


Stomach contents 


No. of fn 
exams 


Dighthert= cars 


Typhoid agglutination se a rinalysis 2 
Salmonella " ‘8 3 rine culture 5 
Proteus X " 6 3 « smear 3 
Tyohoid culture a/ 5 5 "  chemeexame 2 
Dysentery " a 2 5 * phthalein test 2 
Salmonella " a/ 2 5 " Mosenthal " 5 
Typhoid Je ae) | z: 5 " miscellaneous P 
Gonorrhea " 17 3 10 

" smear ou 2 15 
Malaria 9 e 15 
Meningitis g 5 Autogenous vaccine 10 
Ova & larvae 7 3 Blood sugar 2 
Protozoa 3 * PY’ 2 
Pneumo. typing 5 " chlorides 3 

n bl. culture 5 “carbon dioxide 2 
Strept.throat " 3 " total prote 3 
Syphilis ppt. test 3 "ald jelob. ratio 75 

a darixfield 5 " cholesterol be 
Thee animal test 10 " sulfonamide 3 

" smears 3 " amylase 3 
Undulant fever 3 " Bbpepkabaee aid 3 
Blood typing 5 " all} 5) 

" compatibility 5 " VandenBergh 3 
Blood count, complete 5 " uric acid 3 
Sedimentation rate 3 " calcium 3 
Coagulation time 2 " phosphorus 3 
Blood culture 5 Urea 2 
Serologic examination 4 Addis count 5 
Miscdlaneous cultures 5 Urea clearance 5% 
Miscellaneous smears 3 Liver function 5* 
Feces, chemical 5 Creatinines is 
Feces, culture 5 Vitamin C B be 
Spinal fluid 5 
Pleural fluid, ete. 5 6, 645 Bs 8 
a/ Feces or urine b/ Blood “Cost estimated; not stated in schedule 
Actual costs: 

Salaries $ 13,825.32 

Rent and overhead T, (00.00 

Supplies 1,591.60 

Repairs and 

eouipment 500.00 


Depreciation 590.00 
Total 5 624,110.92 


Actual cost is 22.6 per cent me that which would be allowed at Worknien's Compensa- 
tion rate. 


— 
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the "SD" schedule. 

Cost for out-of-hospital patients under a comprehensive program. 

In these cost estimates it has been assumed that if all physician service 
was provided in home, office and hospital, about two-thirds of the cost 
of x-ray examination and treatment would be incurred in hospitals and 
about one-third in physicians' offices. On this basis, $15.4 million 
would be paid to physicians. However, if a lower rate schedule were used, 
amounting to about two-thirds of the "XD" beneaniee A agasnte to private 
physicians would be about $10 million. 

Cost for out-of-hospital patients under a home and office program. 
Under programs such as the Plans 2, 3, 4 and 7 shown in Table 1 of Chap- 
ter XVI, a larger proportion of x-ray work would probably be done out-of- 
hospital, at an estimated cost of $12 million (an addition of $4 million 
for laboratory service makes up the $15 million total for diagnostic x-ray 
and laboratory service). 

Cost for in-hospital patients. Under programs such as the Plans 1 
and 5 shown in Table 1 of Chapter XVI, the cost of x-ray service for in- 
hospital patients would be included in the hospital cost. However, if as 
in Plan 4, x-ray and laboratory but not other hospital services were cov- 
ered, about $12 million would be provided for in-hospital x-ray service. 

Cost of out-of-hospital x-ray for children under 8. Children re- 
quire relatively less x-ray service than adults. On the basis of Lee- 
Jones expectancy figures it is estimated that in a program such as the 
Plan 6 shown in Table 1 of Chapter XVI, x-ray service for this group, to- 


gether with laboratory service, would’ amount to about $1 million only. 


Laboratory Service 

At Workmen's Compensation rates, laboratory service would prove 
relatively costly. Table 6 shows the experience of an average hospital 
laboratory to have been that the actual cost was only about 23 per cent 
of the cost that would be expected if the same services were performed at 
Workmen's Compensation rates. 

In estimating the cost of laboratory service, only examinations such 
as blood chemistry, basal metabolic rate and electrocardiogram were includ- 
ed, it being expected that most of the cultural and serologic tests, etc., 


16/ At "XD" rates, x-ray of chest is $11, gastro-intestinal series is $25. 
At the rates employed here, the respective fees would be $7.33 and $16..70 
Unpublished data indicate that the latter figures are nearly twice the 

- actual cost of these services when provided by hospitals employing radio- 
logists on a salary. 
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would be done in public health or hospital laboratories. On this basis, 
$4 million was allowed for laboratory service for out-of-hospital patients 
($1.5 million for physicians and $2.5 million for laboratories) and $5.5 
million for in-hospital patients. . . 


Physiotherapy 
The cost of physiotherapy was estimated as shown in Table 7, on the 


basis of Workmen's Compensation rates. This service would cost $2.33 mil- 


Table 7. Estimated Cost of 

Physiotherapy per 1000 Popu- 

lation at Workmen's Compensa- 

tion Rates,2/New York State 
Disease . Physio- 
category therapy 

Respiratory ; 

Digestive 

Acute communicable 

Injuries 

Puerperal 

Syphilis & gonorrhea 

General diseases 

Skin 

Female genital 

Har & mastoid 

Muscles, bones, etc, 

Kidneys & annexa 

Heart & arteries 

Eye & annexa 

Circulatory 

Male genital 

Neuralgia, etc. 

Neurasthenia, etc. 

Nervous & mental 


a/ See Table 1. 


lion for the State's population. Of 
this sum, it is estimated that $0.8 
million might be payable to physi- 
cians, $0.5 to registered physio- 
therapists, and the remainder to 


hospitals. 


Visiting Nurse Service 

This figure is based upon the 
essumption that one generalized pub- 
lic health nurse per 2,000 of popu- 
lation can provide all necessary 
visiting nurse care,and that in the 
course of a year she would make 200 
home visits in which actual nursing 
skill would be applied. The total 
of 1.33 million visits thus calcu- 
lated would cost $2.0 million per 
year ek sage a rate of $1.50 


each.—' This is perhaps an under- 


estimate in view of the fact that in 1944, public health and other visiting 


nurses made about 1.1 million bedside visits. 


In addition, $0.4 million has been allowed for emergency nursing 


care in the home, © 


Dental Service 


The great frequency of dental disease combined with the facts that 


little may be expected of nature in the way of restoration of dental tis- 


sue destroyed by disease, and that artificial repair is very time-consum- 


ing, makes the cost of adequate dental service very high. Adequate care 


17/7 In 1944 the average cost per visit to the Metropolitan Life Insurance 


Company was $1.42 for service purchased from visiting nurse_associations. 
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of one small portion of the body - the teeth and gums - is as costly as 


the care of all of the remainder of the body. 
’-Partly because of thé great expense of dental care, and partly be- 


+ eause it does not cause marked disability, over a period of years there 


“has ‘accumulated a great reservoir of dental defects. The cost of service 
developed here does not cover the correction of accumulated dental defects, 
but ‘deals only with the treatment of the average incidence of dental dis- 
ease and the current provision of prophylactic dental service. 

* Because it would obviously not be feasible to furnish persons of 
all ages with adequate dental service, cost estimates have been made for 
various age groups - in detail for the group under 18 y2ars and roughly 
for the older groups - and for certain types of service, such as extrac- 
tions, which might be feasible of inclusion in 4 general medical care pro- 
gram. | 

“The volume of service required for adequate dental care has been taken 
- from the, Lee-Jones Study, 3/ 


X- -ray, fillings, extractions, crowning, bridges and dentures, and treat- 


and includes semi-annual oral prophylaxis, 


ment of gum conditions. The charges of dentists are extremely variable, 


Table 8, Data Employed in Developing Fee Schedule for Care for Children 
) Under 18 , 


| ee Cost at Twice 
Service a/ $7 .00 welfare | Fee se- 
Seta ; Hours per hour fee lected 


Prophylaxis (including simple 
fillings,children 3-1) 
Prophylaxis (other ages). 
Temporary fillings - 
temporary teeth 
Silver amalgam, permanent 
teeth - one surface 
Silver amalgam, permanent 
teeth - two surfaces 
Silicious cement fillings 
_| (front teeth) 
_L Extract deciduous teeth 
“s impacted or 
submerged teeth 
Gum. treatments 
Full-mouth x-ray 
Partial X-ray Pee 
Orthodontia, éxtenutve (3 years ) 
at moderate (3 years) 
a ; moderate (4 months) 
a Fees cover supplies in all services except orthodontia, and include 
necessary post-operative visits. Orthodontia includes laboratory hours 
of dentist, but not costly materials. 
b/ Cost computed at $8.00 per hour. 


~ 


hag 
18/ 


more so than those of physicians, in respect to both fees and hourly rates .— 
In the absence of an official fee schedule which might be employed under 
an insurance program, there was developed a working schedule based upon 
(a) twice the fees allowed under the public welfare medical care ED | 
and (b) an hourly rate of $7.00, 20/21/ 


ing selected. The fee schedule, which is shown in Table 8, was employed 


the lower or more reasonable fee be- 


only for children under 18 and for extractions at all ages, the costs for 
other age groups being calculated at an hourly rate of $7.00 

Complete care, children under 18. In Table 9 there is shown the type 
of service, units of service needed per child, unit cost and case cost 
for each service. The latter figure is applied to the number of persons 
in the specified age group according to the 1940 census, to give the total 
cost for the State. 


Table 9. Estimated Cost of Complete Dental Care, Children Under 18 


Units Unit Case 
Type of service of cost cost 
service 


Children aged 3- 


Prophylaxis, including 
Simple fillings 

Fill temporary a 

Extract ™ : 

Full x-ray 

Partial x-ray 


ae) 


WI OQHONH FWO 


Prophylaxis 
Fill temporary teeth 


Silver fillings, one surface 1 00 

ss " » two surfaces 00 
Extract temporary teeth 50 

v impacted teeth, etc. | 
Gum treatments d. 00 


Orthodontia, extensive 
. » moderate 


Full x-ray 


Partial x-ray 2 


bit (ees pees ot ied ee 


Complete dental care, persons 18 and over. In Table 10 there is 
shown the cost of complete dental care for persons 18 years of age and 


Oo 
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UI 
© 
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over, calculated at a rate of $7. OO per chair or laboratory hour for the 
18/ A Study of Physicians and Dentists in Detroit: 1929, N. Sinai and 
BoB Mills, Publication No. 10 of the Committee on the Costs of Medical 

Care. 

19/ Manual of Medical Care, New York State Temporary Emergency Relief 

Administration, March 1935. 

20/ For a productive working year of 1,500 hours, this would provide an 
average income of $10,500 gross and $6, 100 net. 

21/ $8.00 per hour allowed for the specialty of orthodontia. 
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dentist, and $5.00 for complete and $1.00 for partial x-ray examinations. 
This simple method of calculation yields figures closely approximating 
those which would be obtained if the fees shown in Table 8 were employed. 


Table 10. Estimated Cost of Complete Dental Care, Persons 18 and Over 


Cost {Millions Millions 
per of of 
Service Hours xams | Rate person |persons dollars 


General 
practitioner 
Exodontist 
Full x-ray 
Partial x-ray 
Total 


General 
practitioner 

Exodontist 

Full x-ray 

5 he x- mi 


Emergency dental care, persons 18 and over. Table 11 shows the cost 


of emergency dental care (extractions, gum treatments, and partial x-rays 


before and after extraction) for persons 18 years of age and over, com- 


puted by the method employed for Table 9. 


Table 11. Estimated Cost of Emergency Dental Care, Persons 18 and Over 
Unit. Case | Millions | Millions. 


Type of service cost cost | of “TOF 
persons dollars 


Extraction, simple 

n » impacted 
Gum treatments 
Partial x-re 


Extraction, simple 

34 » impacted 
Gum treatments 
Partial x-re 


eer ep ep ee 


Total cost of adequate dental care, Table 12 summarizes the cost 
figures for all age groups. The cost of adequate dental care (exclusive 


of materials for dentures) is estimated at $393 million annually, almost 
as much as is needed for adequate hospital and physician service for all 


persons. Although some reduction might be brought about by a reduction 
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Table 12. Cost of Adequate Dental Care, in fees or services (e.g-, 


New York State (Millions) limiting prophylaxis to once 


a year), the resultant sum 


would still be very large. 


150.797 
45 & over 91.101 


to this problem is to begin with young children, e.g., those under 8 years 


It has been recommended that 


the best method of approach 


of age. -The cost of such a program during the first year of operation 
would be about $9 million, estimating from an annual per capita cost of 
$10 for the children 3 to 5 years of age. The following year, service 
might be provided to the group which had attained 9 years of age. The 
eetaenes group could be carried through successive years up to any desired 
‘limit. New children would be added as they attained 3 years of age. The 
annual per capita cost would undoubtedly increase as the program was thus 
extended beyond 8 years of age 22! put by this method of gradual expansion 


@ program might be developed progressively at a reasonable cost. 


Hospital Service 

The estimate of $107.5 million employed in Plans 1, 2, 3 and 5 of 
Table 1, Chapter XVI, covers basic hospital service, i.e., bed and board, 
x-ray, anesthesia, laboratory service, etc., but not the additional cost 
of private or semi-private accommodations. It is based on the expectation 
that the 13.75 million residents of the State would require 19 million 
days of hospital care, inclusive of Workmen's Compensation cases, 

The per diem cost is based on 19h2 data reported to the State Depart- 
ment of Social Welfare for all hospitals, private and public. For the 
private hospitals, a per diem rate amounting to 85 per cont=3/ of total cost 
(including private and semi-private room, and out-patient department cost) 
was utilized as representing the cost of basic service; i.e., the cost of 
accommodations in multiple-bed rooms. For the public hospitals, the actual 


costs (including out-patient department cost) were utilized. The data em- 


ployed, and the rates for various types of hospitals, are shown in Table 13. 


At a rate of $5.21 per day, the 19 million days,care anticipated under an 
insurance program would cost $117.6 million. From this there was deducted 
$10 millior as the approximate amount receivable for Workmen's Compensation 


cases (see Chapter VIII), leaving $107.5 million, or $7.83 per capita, as 
22/ The per capita cost for children 5-17 years is over $30, but for chil- 
dren aged 5, 5 and 7 only, it would probably not greatly.exceed the $10 
figure for children 3-4 years. 

aa/ In reality, this is about 93 per cent of cost of in-patient service 
because, as shown in Table 14 of Chanter XIV, out patient-costs for pri- 
vate hospitals represent about 7.6 per cent of total cost. 
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the amount that would be payable under an insurance plan. Because adequate 
data have not been available for estimating current costs, the figures 
cited have been employed. However, from a comparison of the $5.71 rate 
for private general hospitals in 1942 (Table 13), and the $7.37 rate shown 
in Table 14 of Chapter XIV for private general hospitals in 1945 (the lat- 
ter being gross in-patient cost), it appears that an increase of about 
10 per cent might be necessitated. 

As shown in Table 8 of Chapter XIV, 94 per cent of the private gener- 
al hospital beds include x-ray, and 89 per cent include laboratory service 
as a part of the hospital service for such beds. The respective percent- 


ages would probably be higher in the public hospitals. Hospital service 


Table 13. Calculation of Per Diem Cost of Basic Hospital Service, New 
York State, 1942-34 


Type of Days 
hospital care b/ 


Public 2,109, 350 

Private 10,612,375 71, "171, 893 
Ea Se 1 esl ee 
Private 39h, 200 2 u75, 576 2 104, 24.0 e 3h 


Contagious 


250,755 


Other special 


Public 137,970 378, 03¢ ae 375, 03° ae | 
Private 1,408,570 8,206,477 5.89 7,052,005 501. 


All types 
Public D9 939,240 31,125,128 5.02 $1, t25;ie0 5.02 
12 his, 145 94 , 503,692 80,328,138 6.20 
17,956,385 125,025, 820 


a/ Exclusive of tuberculosis and mental hospitals and departments of insti- 
tutions. 

b/ From "Hospital Service in the United States", Journal of the American 
Medical Association, 124:839, March 25, 1944. 

Cy, Rates: include cost of care for new-born infants for an average period 
of 10 days at a cost one- fourth of that for adults. Out- -patient depart - 
ment costs are included. : 

a/ Adjusted on basis of 85 per cent of total, for private hospitals. 


at these rates would thus include x-ray and laboratory service in nearly 
all instances. Social service would cover about 60 per cent of the bed 
capacity of private hospitals. Data on anesthesia and physiotherapy are 
lacking. It is believes that a majority of hospitals include drugs and 
dressings in their cost figures. As a rule, only general duty nursing is 
included, except for very ill patients. The estimated cost of hospital 
service would therefore include bed and board, all nursing service required 


by the medical needs of the patient, and necessary drugs and dressings in 
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all instances; and x-ray, laboratory service, anesthesia, physiotherapy 


and social service in a majority of instances. 


a 
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CHAPTER XXT 
PROVISION OF BENEFITS 


This chapter is concerned with the eligibility of professional prac- 
titioners, hospitals, etc., to participate in a medical insurance plan, 
and the methods which might be employed for their remuneration. Table 4 
of Chapter XV illustrates the methods employed by national health insur- 
ance plans in providing and paying for medical practitioner benefits. 
Fee-for-service, capitation and salaried practice are all employed, often 


in combination. 


Participating Physicians and Dentists 

The advantages of limiting participation to physicians and dentists 
named by the insuring agency seem to be that through selection of practi- 
tioners of a competence demonstrably above average, and through controls 
that may be exerted over them, it is possible to assure the delivery of 
care of high quality. The degree to which this objective may be realized 
depends, of course, in large part on the financial and other attractions 
that the insuring agency can offer to participating practitioners. A 
further advantage may be that the conditions of practice may be so ar- 
ranged or controlled as to effect economies in expenditures without sacri- 
fice of quality of service. A large proportion of consumer-sponsored in- 
surance plans, and many industrial plans, provide service only through 
practitioners on a staff or panel which the insuring agency has selected. 

A few industrial or consumer-sponsored plans, practically all other 
voluntary plans, and 4 great majority of the State and national compulsory 
plans which have been proposed, permit any licensed physician (or dentist) 
to participate. If practitioners are paid on a controlled basis, e.g., 
salary or capitation, the patient is afforded his choice within these lim- 
its. In a system which is iol to all practitioners, a distinction is al- 
most always made between specialists and general practitioners. However, 
this is usually for purposes of remuneration, rather than for limiting 
the provision of special services to those who qualify as specialists. 
Non-specialists are ordinarily permitted to provide special services at 
a reduced rate. A further distinction is sometimes made between partici- 
pating and non-participating practitioners, the former being paid on the 
basis of a higher fee schedule but being subject to pro-rating of payments 
if the income of the insuring agency does not meet expenses. 


Whatever system of remuneration may be employed, the State should not 
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attempt to dictate the choice of practitioner. Remedies for deficiencies 
in the quality of care should be sought, not in the insurance law or regué 
lations, but in basic State laws relating to professional education and 
licensure, and through the provision of opportunities for post-graduate 
education. However, because the professional education laws do not cover 
the qualification of specialists, this function is a proper duty of the 
insuring agency, although it may rely on the advice of non-official pro- 
fessional boards. A distinction between "participating" and "non-partici- 
peting" practitioners would not seem necessary in view of the fact that it 
would be the beneficiaries rather than the participating practitioners 

who would underwrite the financing of a compulsory plan. 

Participation in a State plan would thus be open to any person li- 
censed to practice medicine or dentistry in the State (or any approved 
medical or dental group as described in a subsequent section) within the 
limits of his professional competence as defined by the State Education 
Taw and as qualified by the insurance agency in respect to specialist 
services. In an emergency, care given outside of the State by a practi- 
tioner qualified under the laws of the State in which such care was ren- 
dered, or care given in this State by a medical practitioner qualified 
under the laws of another State might be paid for if the insuring agency 


were satisfied as to the need for such care. 


Medical and Dental Crcupan! 

A strong interest in the group practice of medicine is evident in 
many quarters. The primary advantage of group practice seems to be an 
improvement in medical care through the provision of service by well-bal- 
anced, intimately associated groups of physicians so organized and coor- 
dinated with regard to the special aspects of practice as to deal with the 
patient in comprehensive fashion. Further, the association of physicians 
in a group provides stimulating professional contacts and opportunities 
for organized post-graduate education, and tends to make the members of 
the group alert and well-prepared for the inevitable review of their work 
by their colleagues. 

The proponents of group practice assert that when medical practice 
is not organized, the patient requiring the services of more than one. phy- 
Sician is apt to suffer from lack of continuity and integration of ser- 
vice, that consultants may not be employed as frequently as necessary 


SS SO TO A EE EEN IB LP SIE Ae UR LC ENN LO AS GE IE Sa IE 
Lf Although this section was prepared with only medical groups in mind, 
it applies generally to dental groups, as well. 
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and as would be the case with a group, and that physicians practicing 
individually often fail to maintain or improve their skill owing to a 
lack of close association with other physicians. 

Secondarily, group practice may bring about some decrease in the 
costs of medical care through decreasing overhead expense and making more 
efficient use of the physician's ena St Also, the physician may be re- 
lieved of many non-professional duties, 

Relationship to medical insurance. Neglecting all other considera- 
tions, group practice seems to be most necessary if good medical teaching 
is to be carried on under an insurance program which covers all or a large 
part of the population. With some exceptions, the patients now used for 
clinical instruction of medical students, internes, residents and other 
graduate physicians, are the so-called "staff patients." This means that 
they are not the private patients of individual physicians, but are cared 
for by the hospital staff in general - internes, residents, attending phy- 
sicians, instructors, professors, etc. 

Under an insurance program whereby fees are available to physicians 
for every patient, all patients become private patients and do not bear 
the same relationship to students and graduate physicians as do staff 
patients. Even under the Blue Cross hospitalization insurance plans, 
covering 25 per cent or less of the State's population, a dearth of mater- 
ial for clinical instruction is developing. Largely for this reason, 
and in anticipation of a much greater development of hospitalization and 
medical care insurance, most of the teaching hospitals in the Hast have 
under consideration plans for forming medical groups, 

A patient coming under the care of a group is ordinarily permitted 
to choose his own physician, within certain limits imposed by the group. 
Because he is paying the group for service, either directly or through 
his insurance organization, he enjoys to a great extent the status of a 
private patient, while benefiting from the services of other members of 
the group. The medical group is or should be so organized that the pa- 
tient, or the experience gained by an individual physician in caring for 
the patient, is made available for the instruction of students, internes, 
residents and full-fledged members of the group. 

Group organization and incorporation. Group practice may be organized 
in varying degrees. In hospitals which do not accept ward or "staff" pa- 


tients, and in respect to private patients in hospitals which do, the mere 


selection and organization of physicians into a staff sti ab a simple 
2/ Health Insurance, Louis Reed, 1937. 
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type of group and provides some of the advantages of group practice. How- 
ever, this simple type of group usually does not deal with the economic 
aspects of practice; each service must be paid for as such by the patient, 
and for this reason full and efficient use may not be made of available 
consultants and diagnostic facilities. 

Ward or "staff" care of patients is really group practice. In this 
case, east by or on behalf of the patient is made to the hospital rather 
than to the physician (although it usually covers only the cost of hospi- 
talization). The staff physicians receive their compensation not 
oe the patient, but from the hospital. Because little or nothing is 
paid by the patient for professional services, the compensation of the 
physician is very modest and. may consist only of prestige, privileges, 
opportunities for training and experience, or payment for teaching. 

. When fully developed, group practice is provided through a group of 
physicians organized to render service in accordance with the patient's 
needs, payment being made by the patient to the group for the diagnosis 
and treatment of disease rather than for the services of individual prac- 
titioners.. Payment may be made by the patient as need for medical service 
arises, or in advance on a4 pre-payment cr capitation basis. Within the 
group, physicians may be compensated on a salary basis, a division of 

net proceeds, or some other mutually satisfactory arrangement. : 

Because the growth of hospital and medical insurance has stressed a 
need for group practice which would be intensified by a compulsory insur- 
ance program, and in the interest of improving the quality of medical 
care, a study of group practice was undertaken. The legality of a limited 
type of group such as a hospital staff is not open to question. There is, 
however, a real question as to whether and under what conditions physicians 
may practice as a group, rendering services and making charges as a group 
rather than as individuals. In an attempt to clarify this point the liter- 
ature oi the subject was consulted and advice was obtained from the At- 
torney-General, and the Solicitor-General of New York State, and from a 
consultant attorney. 

_ Practice of medicine by hospital or similar corporation. With one 
very important exception, which follows, the courts have held that the 
right to practice the learned professions (medicine, law, dentistry, etc.) 
is: : 


a personal right, limited to a few persons of good moral character, 
with special qualifications ascertained and certified after a long 
course of study, both general and professional, and a thorough 
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The courts have, however, looked with a realistic eye at the necess- 


examination by a state board appointed for the purpose, 


ities of medical practice and have sanctioned the practice of medicine 
by corporations such as hospitals and dispensaries. Relative to this 
practice, the Court of Appeals stated (People v. Woodbury Dermatological 


Institute, 192 N.Y. 454): 


The only difficulty involved in the adoption of this view [ the con- 
tention of the lower court that a corporation may not legally prac- 
tice medic! ine/ grows out of the existence of hospitals, dispensar- 

ies and similar corporate institutions which are unquestionably auth- 
orized by law to practice medicine - although of course only rough. / 
the agency of natural persons who are duly registered as physicians .= 


The Court then went on to state: 


It seems to me, however, that we can affirm this judgment without 

in any wise denying the lawful right of hospitals, dispensaries and 
similar corporate institutions to advertise their readiness to ex- 
ercise their lawful functions; and this simply for the reason that 
the general medical law of 1907 is obviously not intended to apply 
to the case of such corporations at all. In other words, the pro- 
hibitions therein contained against the practice of medicine without 
lawful registration in this state or in violation of any of the pro- 
visions of the statute or against advertising by any person not a 
registered physician were not intended to apply and plainly could 
not reasonably be held to apply to corporate bodies which by the ex- 
press provision of other statutes are authorized t2 carry on the 
practice of medicine upon compliance with their provisions and with- 
out registration. The incorporation of hospitals is provided for 

in Section 80 of the Membership Corporations Law as amended by 
Chapter 404 of the Laws of 1900. 


The law referred to provided that five or more persons might become 
a corporation for the purpose of erecting, establishing or maintaining a 
hospital, infirmary, dispensary cr home for invalids, aged or indigent 
persons by making a prescribed certificate and obtaining the written ap- 
proval of the State Board of Charities and a justice of the Supreme Court, 


The statute expressly provided that the systems of medical practice or 

3/ Quoted from opinion of the Court of Appeals relative to practice of 
law by a corporation, Matter of Cooperative Law Company, 198 N.Y. 479. 

4/ It should be noted in passing that this ruling applies only to the di- 
rect practice of medicine, and not to. group health or medical insurance 
organizations as usually constituted. In exempting a group health plan 
from the charge of violating the licensure act, the court ruled: "It is 
true that a corporation can act only through its agents and employees, but 
the physicians with whom the’ plaintiff (Group Health Association) makes 
contracts are rather in the position of independent contractors, _and the 
plaintiff does not in any way undertake to control the manner in which 
they attend or prescribe for their patients." Group Health Assoc. v. 
Moor 24 F. Supp. 445 (DDC 1938). 

5/7 TI In a later case it was stated that "a hospital undertakes not to heal 
or attempt to heal through the agency of others, but merely to supply 
others who will heal or attempt to heal on their own responsibility." 
Matter of Bernstein v. Beth Israel Hospital, 236 N.Y. 268, 270. 
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treatment to be used or applied in such hospital, infirmary, dispensary 
or home might be specified in the certificate. Thus, it was stated that 
a hospital duly incorporated under the Membership Corporations Law un- 
questionably held itself out as being able to diagnose, treat, operate 
and prescribe for human disease, pain, injury, deformity or physical con- 
dition; and that an institution of that character, possessing legislative 
authority to practice medicine by means of its staff of registered phy- 
siciane and surgeons, came under the direct sanction of the law in do 
doing. 

Practice of medicine by a group of physicians. According to Mr. 
Wilcox: 


While the same arguments which justify the apparent practice of medi- 
cine by hospitals might be used to justify the practice of medicine 
by the physician membership of a membership corporation, we believe 
statutory enactment would be necessary to legalize such an endeavor. 
A membership of stock corporation might be formed to take ownership 
of necessary equipment and apparatus, but the actual furnishing of 
medical care under present statutes must, we believe, be furnished 
by the individual physician. There is, however, no legal reason 

why a group of physicians may not form a partnership for the group 
practice of medicine just as the practice of law is carried on by 
law firms, which are partnerships. Ownership of professional instru- 
ments and apparatus could be vested in the partnership and the ex- 
penses and income of the partnership pro-rated among the partners 
according to agreed percentages. 6/ 


Corporate group practice. It seems clear that a group of physicians 
may lawfully practice medicine as a partnership. This type of organiza- 
tion would be unwieldy, however, in the case of a hospital staff, where 
a considerable turnover in personnel would be expected and where there 
would have to be frequent re-calculation of the percentage of total in- 
come to which each partner would be entitled, 

It would also be lawful for a hospital or dispensary to practice 
medicine as a corporation. It thus seemed that it would not be contrary 
to public policy for physicians t> practice as a group if safeguards were 
provided against the abuses which might arise if lay corporations were 
permitted to practice medicine for gain. 

To remove any lingering doubt as to the legality of corporate group 
practice under proper conditions, and to provide an incentive for its 
development, it was thought there should be included in any law governing 
a medical insurance plan a section somewhat as follows: 


Notwithstanding the provisions of any general or special law, the 
governing board, or any group of medical practitioners who constitute 


6/ Letter dated August 10, 1945 from Charles S. Wilcox, Law Offices of 


Harris, Beach, Keating, Wiloox and Dale, 5 South Fitzhugh Street, Roches- 
ter 4, New York. 
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the staff of any non-profit hospital or dispensary incorporated 
under the laws of this state or any municipally owned or operated 
hospital or dispensary, may apply to the state commission on medical 
care for approval to incorporate under the membership corporations 
law as an approved medical group for the purpose of furnishing medi- 
cal service under this act and other types of service specifically 
approved. Upon satisfying itself of the competence of the applicant 
and that the purpose for which incorporation is desired is in the 
public interest, the commission shall issue a certificate of approv- 
al. The service to be furnished by such group shall be stated in 
the articles of incorporation and may comprise either medical ser- 
vice in the hospital, in the hospital out-patient department or dis- 
pensary, in the home, or any combination thereof. Such group shall 
have the right to employ such physicians, dentists, nurses, opto- 
metrists, physiotherapists, technicians, clerical and other person- 
nel as may be necessary to its work. Professional services furnished 
by such group shall be rendered under the responsible supervision 
of practitioners qualified by the state education law and such prac- 
titioners shall be individually and severally liable for the pro- 
priety and quality of the care furnished. 


The effect of the proposed section would be simply to permit the e- 
conomic aspects of medical practice to be included in the type of group 
practice now exemplified by hospital staffs, No profit would be gained 
by the corporation, The requirement that the group adhere to some non- 
profit institution would provide a guarantee of facilities and quality of 
service and, in the case of incorporation by a governing board, public 
representation. Physicians wishing to practice as a group apart from a 
non-profit institution might do so in partnerships. 

The Attorney-General's office and Mr. Wilcox were asked to comment 
on the proposed legislation. Mr. Wilcox replied as follows: 


The proposed legislation....,seems to adequately cover the case 
of a group of physicians, connected with a hospital staff, who may 
wish to incorporate for purpose of practicing as a group in connec- 
tion with hospital work. I am wondering whether, as a practical 
matter, the proposal of such legislation might not arouse consider- 
able opposition by practicing physicians at large who might take the 
position that if group practice in corporate form is to be legalized, 
the privilege should be available to groups of private sinbedmabaianae 
as well as groups connected with hospital staffs. 

The proposed legislation does not make it clear how charges 
for professional services are to be billed. Is it contemplated that 
the membership group would render bills for the services of its pro- 
fessional membership, and if so, (since the membership corporation 
is a non-profit organization), who are to be the ultimate recipients 
of fees collected? Or is it contemplated that the hospital will in- 
clude in its bill any charge for professional services and the pro- 
fessional activities of the membership of the corporation will be re- 
flected in the salaries paid them by the hospital? I think it might 
be well to give some thought to clarifying these matters in the pro- 
posed legislation. 


Solicitor-General Judd wrote that the subject matter was not appropri- 


WUT 
ate for an opinion of the Attorney-General because the matter seemed to 
lie within the power of the Alias cata Mr,.Jdudd's personal suggestions 


were as follows: 


Your question is, whether the proposed legislation is consistent 
with public policy and whether it will probably be upheld by the 
courts. 

The legislation appears to lie within the power of the Legisla- 
ture, but whether it is in accordance with public policy is a ques- 
tion on which this office cannot very well advise you. 

_ I might point out that physicians have protested against the 
dictum in People v. Woodbury Dermatological institute (192 N.Y. 45h, 
456) that incorporated hospitals are authorized. to practice medicine, 
and it is doubtful whether such general authority exists under the 

... present q per tah tes of the Education Law, which I previously quoted 
to.you. 

Another matter to be considered is the general policy against 
authorizing membership corporations to conduct business for profit. 
If your proposal is that the staff of a hospital may incorporate 
to render medica: service for a money consideration, it does not 
seem to me that you can refer to the corporation as a non-profit 
organization. I would expect that the Legislature, if a bill is 
submitted to it, would want some definite reasons why you consider 
that group medical practice should be performed through a corpora- 
tion, instead of through a partnership. lawyers have found the 
partnership method adequate for their professional practice, in 
spite of many of the same problems which you mention in connection 
with group medicine. 

Before presenting any legislation for action, I would suggest 
that you have its form carefully considered either by an attorney 
for the Commission or by the State Bill Drafting Commission. 


Shortly thereafter, the Attorney-General rendered: an opinion which 
strengthened the belief that it would not be practicable for a large 
group such as a hospital staff to practice as a partnership, nor would 
partnership practice meet the needs of the teaching institutions. The 
summarized opinion is as follows: 


‘ EDUCATION LAW Sec. 1264 (2-f); INSURANCE LAW ART ,IX-C 

If a contract entered into between a cooperative and a partner- 
ship composed of doctors, for the purpose of providing group medical 
services for the cooperative's members, involves fee splitting by or 
between the doctors, it is forbidden by L. 1944, ¢.456. 


Attorney-General Goldstein's complete opinion as set forth in a let- 
.ter dated October 2, 1945 addressed to counsel for the State Department 
of Education, follows: 


Your letter of September 14 requests my opinion whether Educa- 
tion Law Sec. 1264 (2-f) as amended by L. 1944, c.466 forbids pay- 
ment for medical services to a partnership composed of physicians. 
The specific case suggested is that of a non-profit co-operative cor- 


i i Previously, Mr. Judd had referred to Section 1262 of the State Education 


Law: "1. This article shall not be construed to affect or prevent the fol- 
.lowing:.... (2) the practice of medicine in a legally incorporated hospital 
by a physician duly appointed as a member of the resident staff or by an 
intern,,;.." 
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poration formed under Article IX-C of the Insurance Law, furnishing 
medical expense indemnity service to several thousand citizens of 
this State. It desires to contract on behalf of its members with 
doctors who will themselves finance the equipment and services in- 
volved. Because of the substantial cost of diagnostic and other 
equipment, and the volume and variety of services involved, there 
will be advantages in a contract with a partnership if there is no 
legal barrier to such an organization. 

At this point it is necessary to consider the language and his- 
tory of the statute previously mentioned. ne kar Macaca (f) of Edu- 


cation Law Sec. 1264 was added by L. 1944, c. 466, and added to the 
grounds of professional discipline is ond es authorized the follow- 
ing: 


(f) That a physician has directly or indirectly requested, 
received or participated in the division, transference, assign- 
ment, rebate, splitting or refunding of a fee for, or has di- 
rectly or indirectly requested, received or profited by means 
of a credit or other valuable consideration as a commission, 
discount or gratuity in connection with the furnishing of medi- 
cal, surgical or dental care, diagnosis or treatment or ser- 
vice, including x-ray examination and treatment, or for or in 
connection with the sale, rental, supplying or furnishing of 
clinical laboratory services or supplies, x-ray laboratory 
services or supplies, physiotherapy or other therapeutic ser- 
vice or equipment, artificial limbs, teeth or eyes, orthopedic 
or surgical appliances or supplies, optical appliances, sup- 
plies or equipment, devices for aid of hearing, drugs, medica- 
tion or medical supplies or any other goods, services or sup- 
plies prescribed for medical diagnosis, care or treatment under 
this chapter, except payment, not to exceed thirty-three and 
one-third per centum of any fee received for x-ray examination, 
diagnosis or treatment, to any hospital furnishing facilities 
for such examination, diagnosis or treatment. 

The amendment was made as a result of the Moreland Commission 
investigation of Workmen's Compensation. An illustration of the 
professional abuses involved is presented by Matter of Sacharoff v. 
Corsi, 294 N.Y. 305. 

It will be noted that the statutory provision is couched in 
very broad and far-reaching language, and the abuses to which it was 
addressed were such that it may have been thought they could not 
have been eliminated by a narrower provision. The possibility brought 
within this sweeping prohibition is strongly suggested, particularly 
by the final language excepting, within a percentage limitation, cer-~ 
tain payments to hospitals. 

Accordingly, I am of opinion that if the proposed arrangement 
involves any factor of fee splitting it is forbidden by the statute. 
If the arrangement is limited to securing to each member of the group 
payment for services performed by him, after contributing a propor- 
tion of office expenses approximately equivalent to his use of office 
facilities, I am of opinion that it is permitted. 


It appears that the Medical Society of the State of New York considered 
the statute cited to be unworkable, and has recommended that the law, where 


it relates to specialists and non-profit hospitals, be amended as follows: 3/ 


8/ "Minutes of the Annual Meeting, House of Delegates, Medical Society of. 


— of New York," New York State Journal of Medicine, 46:197, January 15, 
194 
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except that mtually agreed reasonable and equitable division of any 
fee received under this chapter for x-ray examination, diagnosis, or 
treatment, physiotherapeutic examination or treatment, pathologic 
examination or diagnosis, or administration of anesthesia, may be 
made by a physician duly authorized to render such services, and a 
non-profit hospital furnishing facilities for such examination, diag- 
nosis, treatment, or administration. 


The proposed legislation governing group practice was revised in 
accordance with these opinions, and suggestions received from persons and 
organizations intimately concerned with the necessity for group practice. 
The provision that groups must be an integral part of non-profit hospitals 
and dispensaries was maintained, because it was thought that the legal 
sanction of partnership practice would suffice for smaller groups. The 
necessity for providing complete service to persons enrolled on 4 capita- 
tion basis was placed in the proposed legislation, in connection with 
specific sanction of the capitation system of payment which many students 
of this subject believe to be necessary to assure economy and efficiency 
of operation, and to afford patients a wide range of benefits. 

Physicians seem to believe that only physicians should be permitted 
to form medical groups, whereas hospital representatives seem to believe’ 
that only hospital boards should be permitted to form groups. There are 
undoubtedly situations where it would be more desirable for the’ one than 
for the other to act in this respect; therefore, the proposed legislation 
would sanction either arrangement to permit the necessary flexibility. 

The revised proposal follows: 


Notwithstanding the provisions of any general or special law, 
the governing board of any non-profit hospital or dispensary incor- 
porated under the laws of this State or any hospital or dispensary 
owned or operated by this State or a political subdivision thereof, 
or a group of physicians who constitute the duly appointed staff 
and who act with the explicit approval of the governing board or the 
person or agency performing the functions of a governing board may 
apply to the State commission on medical care for approval to in- 
corporate under the membership corporations law as an approved medi- 
cal group whose purpose it shall be to furnish facilities and per- 
sons qualified and authorized by law to render medical care. 

The articles of incorporation shall stipulate that any excess 
of income over expenses after the establishment of a reserve fund of 
not to exceed fifteen per cent of the average annual income over a 
period of the three most recent years shall be devoted entirely to 
a reduction in fees or charges, or to providing medical benefits in 
addition to those required by the fees or charges payable under this 
chapter or to research and investigation in the medical sciences. 

The service to be furnished by such group shall be stated in the 
articles of incorporation and may comprise either medical and related 
service in the hospital, in the hospital out-patient department or 
dispensary, in the home, or any combination thereof. The articles 
of incorporation shall state the method or methods of making charges 
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to be employed, which may be either the fee-for-service method of 
charging specific fees for specific services, appliances and supplies, 
or the capitation method of charging an annual fee covering all speci- 
fied services, appliances and supplies that may be required by an in- 
dividual or family during such annual period, or a combination of the 
two methods. Upon satisfying itself of the competence of the appli- 
cant and that the purpose for which incorporation is desired is in 
the public interest, the commission shall issue a certificate of 
approval. An approved medical group shall have the right to employ 
such physicians, dentists, nurses, pharmacists, optometrists, physio- 
therapists, dental hygienists, techniciens, clerical and other person- 
nel as may be necessary to its work. Professional services furnished 
in the name of such approved medical group shall be rendered by or 
under the responsible supervision of persons qualified by the State 
education law and such »,ersons shall be individually and severally 
responsible for the propriety and quality of the services furnished. 
Charges for service shall be rendered in the name of and shall be 
payable to the approved medical group. 

A medical group enrolling beneficiaries upon a capitation basis 
shall conform to the following conditions, 

1. Enrollment shall include all beneficiaries in a family, a 
family for the purposes of this section being defined as a single per- 
son eighteen years of age or over without dependents under eighteen 
years of age who are domiciled with him, or a single person eighteen 
years of age or over with dependents under eighteen years of age who 
are domiciled with him, or a husband or wife and spouse and dependents 
under eighteen years of age who are domiciled with them. 

2. The minimum period of enrollment shall be six months. 

3. The approved medical group shall contract with the benefici- 
ary to furnish all medical service benefits, diagnostic x-ray and 
radiotherapy service benefits and clinical laboratory service benefits 
required by this chapter and may but need not contract to furnish 
dental service benefits, visiting nurse service benefits, hospital 
service benefits and other benefits not required by this chapter. 

In the case of an approved medical service group being unable to 
furnish the benefits contracted for by reason of lack of suitable 
facilities or personnel, or in the case of emergency care required 
by a beneficiary during temporary absence from his usual place of 
residence or for other sufficient reason, such group shall be respon- 
sible for the payment of reasonable charges for such services as they 
may necessarily be provided by other than members of the group. 


Diagnostic X-ray and Radiotherapy Service 


These services ordinarily require specially qualified personnel and, 


in general, should be furnished only by or under the responsible super- 


vision of a physician qualified as a roentgenologist. However, certain 


simple x-ray examinations, such as those incidental to diagnosis and treat- 


ment of fractured extremi‘ies, etc., and dental x-ray examinations, should 


be allowed as benefits if provided by any licensed physician or dentist, 


Also, in an emergency, x-ray examination made by other than a qualified 


roentgenologist should be allowed. 


In some circumstances, such as the treatment of skin diseases, super- 
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ficial radiotherapy by a dermatologist might be permitted. 


Clinical Laboratory Examination 

New York State has an extensive system of public laboratories for 
the diagnosis of communicable and related diseases (see Chapter V) which 
is supplemented by services supplied by approved hospital laboratories 
as a part of hospital service. The limited laboratory benefits recommend- 
ed outside of hospital service (electrocardiogram, blood chemistry, etc.) 
are not ordinarily furnished by public laboratories. Any physician quali- 
fied as a specialist by the insuring agency, or any laboratory operated 
under the direct and personal supervision of a physician so qualified 
should be eligible to furnish them. However, in the interest of quality 
of service and the public health, services required by the Sanitary Codes 
of the State or New York City to be performed by laboratories approved 
by their Health Departments, should be furnished only through such labor- 


atories. 


Visiting Nurse and Home Nursing Service 

For economy and simplicity of administration, to permit the proper 
use of registered practical nurses, and to integrate the nursing benefits 
under an insurance program with the services now provided by public and 
private agencies, visiting nurse and home nursing benefits should be pro- 
vided only through established nursing agencies. The insuring agency 
should purchase such service at cost on a per-visit or hourly basis pur- 
suant to contracts with non-profit visiting nurse associations, and con- 
tracts with political subdivisions of the State providing public health 
nursing service by or under the responsible supervision of nurses quali- 
fied by the Sanitary Code of the State, or by regulation of the City of 
New York. The insuring agency, and the Commissioners of Health of the 
State of New York and the City of New York for their respective juris- 
dictions, should jointly approve the organization and standards of the 
7 nursing services with the objective of coordination, and the maintenance 


and promotion of good standards of nursing care. 


Hospital Service 
In some proposed insurance plans, only non-profit and public hos- 
pitals would be permitted to participate, but the experience of the Blue 
Cross plans and the Emergency Maternity and Infant Care Program in New 


York State has been such that there seems to be no reason why proprietary 


4US 
hospitals should not participate; in fact, they would be necessary to 


provide facilities in a number of rural areas. It would be desirable, 
however, to have a hospital licensure law to assure the quality of ser- 
vice rendered by all hodpitale 2! Because there are several communities 
on the borders of the State whose residents customarily avail themselves 
of hospital facilities in neighboring communities beyond the State line, 
such hospitals should be permitted to apply for participation on the same 
basis as hospitals located within the State. Provision should be made 
for emergency care in unapproved (i.e., non-participating) hospitals with- 
in or outside of the State, to be paid for at a lesser, uniform rate. 
Participating hospitals should agree to furnish complete service as 
far as possible, and to accept no additional payment from beneficiaries 
except for more costly accommodations than those covered by the basic 
rate of payment. In recognition of the difficulty that small rural hospi- 
tals might have in providing certain services, such hospitals should not 
be excluded from participation because medical social service, physio- 
therapy, diagnostic x-ray and radiotherapy, anesthesia, clinical labora- 
tory service and other hospital services were not furnished if, in the 
opinion of the insuring agency, such services could not reasonably be 
made available. It would seem, however, that adequate rates of payment 
to such hospitals, on a cost basis, would assist and encourage the devel- 


opment of additional services. 


Other Services and Participants 
Any optometrist registered under the laws of the State should be 
eligible to participate as an individual. In view of the established 
practice, and the legal requirement that ppeictherapiavee! ane dented 
hyegi eniatas practice only under the supervision of licensed physicians 
or dentists respectively, it would seem desirable that the extent and type 
of their participation should depend on, and that services rendered by 


them should be in the name of, the supervising physician or dentist. 


Authorization of Service 
General medical and dental service. Under most public medical care 


programs it is required that service be authorized in advance by the wel- 


9/ See Chapter XIV for rough outline of such a law, and Chepser XVII for 


an expression of the favorable attitude of the State Hospitai Association 
toward a single, uniform system of inspection and approval of hospital3. 
10/ State Education Law, Section 1262. 

11/ State Education Law, Section 1306. 
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fare agency. However, under voluntary insurance programs, general medical 
service is accessible to the patient without authorization by the insuring 
agency, and this method would seem to be desirable for compulsory plans 

as well. 

Specialist service. A distinction may be made between consultation 
and treatment. Consultation service is generally considered rather as an 
aid to the attending physician than to the patient directly, and as a ser- 
vice which should be provided only upon written referral or order of the 
attending physician. This procedure should not involve authorization by 
the insurance agency,but copies of the recommendations should be filed to 
afford a mechanism whereby abuses might be detected. 

An order or referral should not be required in the case of certain 
treatments or services by specialists (e.g., eye refraction, health super- 
vision of apparently well ahi taden by qualified pediatricians, etc.). 

The exact nature of these exceptions should be decided by the insurance 
agency, acting with professional advice. 

Hospital service. The medical needs of the’ patient should be the 
determining factor in admissions to hospitals, and except in an emergency 
no patient should be admitted without having been referred by a physician. 
If a question should arise as to the need for hospitalization, the hospi- 
tal director should have the right and duty to consult with the referring 
physician to determine the necessity for hospitalization; in case of dis- 
agreement, the patient should be admitted and the matter referred imme- 
diately to the insuring agency for decision. 

There should be no limit on the duration of hospitalization for pa- 
tients whose medical needs require hospital care. However, in the inter- 
est of conserving and efficiently utilizing existing hospital facilities, 
a period of about fifteen days in any one illness should be the maximum 
allowable, unless application for an additional period was made by the 
hospital director and approved by the insuring agency. The length of the 
additional period approved should depend on the medical needs of the pa- 
tient. In the case of admission for tonsillectomy and other minor opera- 
tions, a shorter allowable period prior to application for renewal should 
be fixed. The maximum allowable periods of hospitalization without ap- 
proval should be subject to further regulation by the insuring agency in 
the light of actuarial experience. 

The time when the patient should be discharged from the hospital 
would ordinarily be determined by the attending physician, but if the 


insurance agency had reason to believe the stay to be excessive ,it should 
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have the right to require the attending physician and hospital director 
to justify the extended stay. 

In epidemic periods or under other special circumstances when hospi- 
tal facilities might not be available, the insuring agency should provide 
nursing service pursuant to contract with an approved nursing agency, in 
the patient's home or other suitable place, in lieu of hospital service, 

Other services. X-ray, laboratory, visiting nurse, and similar ser- 
vices should also be provided on the order of the attending physician. 

It is common practice, however, for certain services which are susceptible 
of excessive use to be provided initially on the recommendation of the 
attending physician, but to be continued beyond a certain point only upon 
authorization of the insuring agency. Such services might be x-ray diag- 
nostic and radiotherapy service, laboratory service, physiotherapy and 
visiting nurse service. Also, in the case of special service for which a 
referral or order by a physician was not required, e.g., optometric ser- 
vice, approval by the insuring agency might be required for service in 
excess of a prescribed maximum. 

Inclusive services. Services provided on an inclusive basis, e.g., 
specialist and laboratory service by groups caring for patients on a capi- 
tation basis, or x-ray and laboratory examinations included in hospital 
service, would not need to be subject to written order, or approval by 


the insuring agency. 


Acceptance of Patients 

An individual practitioner rendering service under an insurance 
program should have the same right to accept or refuse a patient without 
interference by the insurance agency, as the patient has the right to 
select a practitioner, group or hospital without interference. [In the 
category of institutions, however, which would include medical and dental 
groups as well as hospitals, a responsibility to the public as a whole 
has been imposed by their incorporation under the laws of the State. Par- 
ticipating hospitals and groups should at the time of approval specify the 
types of cases for which they would be equipped to care, and subsequently 
should be obliged to accept all patients conforming to such types, with- 
out any discrimination. 


Payment of Physicians and Dentists 
Earlier in this chapter the relative advantages and disadvantages 


of salary, capitation and fee-for-service payments were discussed briefly, 
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with the conclusion that the fee-for-service method was the one best suited 
to the needs and wishes of the people, and the one which would be chiefly 
used, although not necessarily to the exclusion of the other methods. 

Salary. It has been suggested that in certain circumstances, such 
as in rural areas where the population which could be conveniently covered 
by a physician would not be sufficient to adequately compensate him on 
the basis of fees (or capitation), an adequate salary might be offered as 
an inducement to practice in such area. Difficulties would probably be 
encountered in the adoption of such a method by an insurance plan, however, 
Such areas are usually not definitely circumscribed, and it would be 
troublesome to determine what patients should be assigned to the salaried 
physician, whether they might turn to other physicians for certain ser- 
vices, what services the salaried physician would be expected to provide, 
etc. It would seem best to provide subsidies in addition to fees, rather 
than salaries, to induce physicians to locate in sparsely populated areas. 
In respect to children's dentistry, the insuring agency should have auth- 
ority to provide dental care in remote areas through salaried dentists, 
working perhaps in an itinerant dental clinic such as described in Chap- 
ter V. Se poanakt ton on .a salary or per-session basis might also be-em- 
ployed to pay specialists to visit rural areas periodically for consulta- 
tions with local physicians. 

Capitation. This method of payment exerts an appeal because it would 
eliminate many accounting procedures necessary under the fee-for-service 
method and because, if it applied to all of the population or to certain 
geographic units, it would make possible an exact prediction of expenses. 

The related problems of excessive demands of patients for service, 
and a tendency of physicians to provide less than the necessary volume 
of service which might arise from the capitation method would be a matter 
for adjustment between physician and patient, and the insurance agency 
would be largely relieved of the necessity of attempting to control an 
excessive use of service which might occur under fee-for-service practice. 
On the other hand, capitation would seem to be a feasible method only 
under a program, such as that in Great Britain, which was limited to gen- 
eral practitioner service, or where a very definite distinction could 
otherwise be made between general medical service and special medical 
service, Such a distinction does not seem possible as medicine is prac- 


ticed today. For example, many cases of heart disease can be treated 


12/ For descriptions of the capitation method in Great Britain and New 


Zealand, see Chapter XV. 


450 
very satisfactorily by a general practitioner, but others require the 
services of a specialist, either for diagnosis or for continued supervi- 
sion and treatment. if general practitioner service was available on a 
capitation basis, and specialist service on a fee-for-service basis (both 
without cost to the beneficiary), the general practitioner and patient 
would both be inclined - the one to relieve himself of work, the other to 
obtain care which he fancied was superior - to turn to the specialist for 
care which could be given very well by the general practitioner. A par- 
tial remedy for this situation would be to place specialists on a salaried 
basis. A complete solution would require some penalty for the general 
practitioner who referred an excessive number of patients in an attempt 
to escape his obligations. Because any such penalty would logically be 
based on the volume of service provided by the general practitioner, the 
whole system might ultimately assume the characteristics of a fee-for- 
service system. 

The inclusion of the capitation method in a comprehensive benefit 
system would seem to be Workable only if all types of medical service 
were to be provided on such a basis. For this reason, it was suggested 
that capitation be limited to approved medical (and dental) groups which 
would be required to furnish all necessary service. If any services were 
outside of the capability of the group, they would have to be paid for by 
the group rather than the insuring agency. In addition, the method sug- 
gested in Chapter XXIII, of permitting beneficiaries to obtain services 
through union, industrial, non-profit and other private (commercial) in- 
surance plans, could be adapted to provide, in effect, an extension of 
the general features of the group and other capitation methods, 

Fee-for-service. Under this method, payment may be on a service 
basis, i.e., for a specified service the physician or dentist agrees to 
accept the stipulated payment by the insurance agency as full payment, or 
on an indemnity basis, i.e., for a specified service the physician or 
dentist may exercise the right to charge the patient in addition to the 
fee received from the insurance agency. 

Many voluntary plans employ a combination of the service and indem- 
nity methods, the former being reserved for payments in the case of pa- 
tients or families below a certain income level. This method would seem 
feasible under a compulsory insurance program, and would be relatively 
simple if the financial status as determined by the amount of tax paid in 
the previous year were used to determine eligibility. It would, however, 


probably involve some notation on the beneficiary's registration card, 
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which, it is believed, would be objectionable. If not, or, if there were 
in addition the necessity of appealing to a review board for relief from 
excessive charges, there would be introduced an element of bureaucracy 
which it would be desirable to avoid. 

A more suitable method would seem to be one which permitted the 
patient to negotiate directly with the physician or dentist rendering 
care to determine whether any charge in excess of the fee schedule was 
to be made, and to provide no mechanism for arbitration by the insuring 
agency. (In the New Zealand plan, which employs this method, the pa- 
tient's case is strengthened by the fact that except in certain unusual 
circumstances the physician has no legal means of collecting charges in 
excess of the scheduled fee.) In addition, use might be made of a princi- 
ple employed by some voluntary plans wherein fees for "participating" 
physicians are scheduled at a higher rate than those for "non-participat- 
ing" physicians, but the payments due the former may be subject to pro- 
rating if the expenses exceed the income of the plan. it would seem that 
under a compulsory program covering all of the population, in which cir- 
cumstances a distinction between participating and non-participating phy- 
sicians could not or should not be imposed, a positive inducement to ren- 
der care on a service basis might be afforded by guaranteeing payment at 
the full scheduled rate to physicians, dentists and approved groups who 
would agree to provide care without making any additional charge to the 
patient for services covered by the program. Payments to physicians, den- 
tists and groups who reserved the right to make extra charges to the pa- 
tient would be pro-rated from funds remaining after commitments to the 
persons and agencies providing care on a service basis had been met. [In 
this fashion there would be no distinction between beneficiaries accord- 
ing to economic status. 

It is generally understood that a majority of the State and national 
proposals for compulsory medical insurance would provide care entirely 
on a service basis. Although it is true that they do not specifically 
sanction the indemnity method, it is also true that they do not specifical- 
ly prohibit such method. Recognizing that physicians and dentists vary 
according to skill, popularity and other factors not susceptible of ac- 
curate definition, it would be expected that payments in excess of the 
fee schedule would be demanded, or received indirectly in the form of 
gratuities, etc., by practitioners whose services were prized more highly 


than the average. The only recourse that the patient would have against 
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overt demands would be in the form of an appeal to the insuring agency. 
The New Zealand plan has boldly regularized the practice of extra charges, 
which would probably occur in any event. The combined service and indem- 
nity method suggested in the preceding paragraph would sanction the prac - 
tice of permitting charges in excess of the fee schedule but would attempt 
to provide safeguards through financial inducements incorporated in the 
plan itself, and to avoid, as far as possible, tedious appeals and red- 


tape. 


Payment for Other Services 

X-ray, physiotherapy and laboratory service. One of the purposes 
of employing the indemity system of paying physicians and dentists for 
most of their services is that it permits great latitude in the selection 
of a practitioner, and leaves for decision by the patient and practition- 
er the value of services, which in many instances are not uniform, and 
into which there enters a considerable degree of personal relationship. 
However, there are certain services, such as physiotherapy, optometry, © 
X-ray and laboratory service, which seem to be essentially uniform in 
content from place to place and practitioner to practitioner. It would 
seem that for these services, which except for optometry are provided 
more as an aid to the attending physician than as a direct personal ser- 


vice to the patient, payment on a service basis would be justified. 


Visiting nurse service. This service seems to be essentially uni- 
form in content from agency to agency. It would be provided by non-profit 
or public agencies on a Gcst basis, and there would therefore seem to be 


no good reason for permitting extra charges to patients. 


Hospital service. Varying practices are observed or proposed with 
regard to payment for hospital service. A number Of plans pay a fixed 
amount per diem to apply against hospital charges. Others pay a negoti- 
ated rate which is uniform for all hospitals within a given area. Another 
practice is to pay the hospital charges, which are not necessarily the 
same as the costs. What seems to be a superior method is the one of pay- 
ing costs, somewhat as developed under the Emergency Maternity and Infant 
Care Progrem.22/ This method has the virtue of encouraging hospitals to 
provide services in addition to bed and board and nursing care, and of 


recognizing variations in cost according to type of hospital. However, 


12/ See Chapter V.and Chapter XIV. . 


4.53 ; 
in order that inefficient or unduly expensive practices would not be en- 
couraged, it would be necessary to place a ceiling on the rates of pay- 
ment. Although a uniform ceiling would be the simplest, the most equit- 
able would seem to be one related to average or median per diem costs 
for comparable hospitals. In determining comparability, there should be 
taken into consideration geographic location, size, type of service and 


other factors which would have a bearing upon the costs of operation. 


Methods of Billing for Payment 

Under the New Zealand system, three methods of billing are provided 
for practitioner services: (1) the physician may bill the government di- 
rectly when accepting the government rate in full payment for the ser- 
vices rendered; (2) the physician may bill the government directly, and 
separately charge the patient a fee in excess of the government rate; 
and (3) the physician may bill the patient directly, charging either 
the government rate or a larger fee, the patient paying the physician 
directly and using his receipt to obtain a cash refund from the govern- 


ment. 


In many voluntary plans the physician first bills the insuring agen- 
cy, charging either the rate established in the fee schedule or a higher 
'fee. The insuring agency then remits payment to the physician for allow- 
able charges and, after noting on the bill that payment has been made on 
his behalf, rorwards the bill to the patient - for the patient's informa- 
tion only in case no extra cherges are due, or for the patient's action 
in case extra charges have been made by the physician. This method is 
simple and has the advantage of emphasizing to the patient the fact that 
the insuring agency has made payments on his behalf. The same general 
method might be employed to pay dentists, hospitals, etc. In any event 
it should be permissible for the patient to pay at the time the service 
was rendered any excess charges which he might have incurred for more 
costly hospital accommodations, etc., such payment being noted on the 
statement made to the insuring agency by the physician, dentist, hospital 


, 
etc. In no event.should cash payments or refunds be made to the patient. 
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CHAPTER XXII 
REVENUES FOR MEDICAL CARE 


General Characteristics 

Revenues for.a medical care program, unlike taxes for other forms of 
social insurance, such as Unemployment.Compensatiorn -.and Old Age and Sur- 
vivors' Insurance, do not tend to be deflationary since the accumulation 
of a large reserve is not required. The demands for medical care by a 
large population unit are steady and predictable, and a very modest re-~ 
serve will suffice; in fact, the absence of a reserve fund may deliberate- 
ly be employed as a deterrent to the excessive use of certain benefits 
which are not readily controlled by administrative methods and which are 
not much influenced by epidemic or other unpredictable factors. . 

The methods employed in obtaining revenues for a compulsory medical 
care program should be related to the general objectives of the program 
and the classes. of the population that it is designed to cover. Insur- 
ance premiums are ordinarily graded according to the individual risk: 
@€.g., age at enrollment and health status are important factors in deter- 
mining the premium rate of privately underwritten life insurance, On the 
other hand, the premium rate is not graded in accordance with ability to 
pay. Inthe field of medical and hospitalization insurance, the age, sex, 
marital and family, occupational, and health status of the persons cover-~ 
ed are very important in influencing the claims that may be made for bene- 
fits by persons in various categories. For example, the annual actuarial 
value of a reasonable comprehensive policy may be $20 for a single person, 
$40 for a family consisting of husband and wife beyond child-bearing age, 
$55 for a family consisting of husband and wife of child-bearing age, and 
$95 for a family consisting of husband, wife of child-bearing age and two - 
children. In voluntarily purchased medical and hospitalization insurance, 
notably that written by non-profit organizations, there is an increasing 
tendency to disregard such actuarial differences in fixing premiums. Fam- 
ily contracts covering husband and wife with or without children, and 
without regard to age, may call for. the same premium. Single person con-~ 
tracts often call for relatively higher premiums than family contracts. 
However, the extent to which this practice may be carried is limited by 
the fact that if all differences are ignored as between single persons 
and family groups, etc., persons to whom the policies have actuarial val- 
ues markedly less than the premiums will not enroll, and a compensating 


rise in the premium must result if the insurance corporation is to remain 
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solvent, 

Compulsory medical insurance makes little or no distinction among 
the various select groups describes, the rationale being that eventually 
all covered persons will enter the system at birth, and as they progress 
through life they will at some periods pay more than the actuarial value, 
and at some periods less, but in the course of a lifetime they will be 
subject to essentially the same variations as everyone else. Compulsory 
medical insurance also goes beyond voluntary insurance in grading premiums 
roughly according to ability to pay. Again the rationale is somewhat 
Similar; the child pays nothing but the adult pays relatively large amounts 
in the periods when his earning capacity is high and relatively small a- 
mounts when his earning capacity is low. 

- It is desirable that the methods of obtaining revenues for compul- 
sory medical care programs be equitable among persons of differing econ- 
omic status, that they shall not have an adverse effect on business con- 
ditions, and that they may be collected as simply as possible. The tax 
contributions should preferable be levied separately from general taxes, 
and each self-supporting adult should make at least a small individual 
contribution so that he will regard the program as a contributory one re= 
quiring his cooperation for its efficiency, rather than as a public ser- 
vice supported wholly from tax funds and in the success of which he has 
no direct and personal interest. A plan to be administered without proof 
of financial need, and as an individual security rather than a public pro- 
tective measure, should derive its revenues entirely from the persons who 
stand to benefit by it. In the interest of prudent expenditures and suf- 
ficient revenues, the agency administering benefits should be the agency 
responsible for or very closely associated with the determination of the 
nature and rate of contributions. 

3 A wide choice is possible among methods of financing, but one char- 
acteristic common to practically all compulsory plans is that contribu- 
tions or taxes are graded in accordance with ability to pay, usually as 4 
percentage of wages or total income.-/ Table 1 shows the methods of fi- 
nancing employed in the major national compulsory health insurance plans. 
The methods of obtaining revenues for medical care programs may be classi- 
fied into three groups: 

1. A tax on wages and salaries primarily. It may be borne by employee 


i/ In some instances a nominal extra charge or a registration fee may be 
imposed for adult dependents. 

3/ Only Zire and Great Britain impose a uniform premium, which method is 
soon to be abandoned by the latter. 


Table 1. Financing of Existing National 
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Compulsory Health Insurance Plansea! 


ConrTRIBUTORS 


COUNTRY 


Flat 
Rate 


CZECHOSLOVAKIA......... 
—— 


DEON oe gk 
WEEMOTS so. yest 
711) 3 Se Si aaa 


GREAT BRITAIN.......... 
Peepers... 5. ost 


PRONGAMY 2208) 2... Peaks 


ie. tee 50% 
SRR AM e508 oc. bain. o%, 45% 
eS eS RN ORES ~ 37-1/2% 
LITHUANIA. ......-: 2-0. 
LUXEMBURG.............. + 
33-1/3% 
NETHERLANDS............ 50% 


NEW ZEALAND............ 


CONTRIBUTIONS 


Type Amount 
Percentage 
of Wages 
> 4 
xX 8-1/2% of weekly 2% of weekly 
wage wage! 
x 
Average weekly 
contributior is 
0.41 krone 
4d weekly 
4 1% to 2% of wages 
x 8% of wages 4% of wages 
Xx Cannot exceed 
6% of wages 
5-1/2d5 
1.6% of mid-point 
of wage class 
x 
X Cannot exceed 3% 
of wages 
x Cannot exceed 2% 
of wages 
Cannot exceed 3% 
x of mid-point of 
~ | Cannot exceed 
Xx 4.5% of normal 
xX £1 a year plus 
5% of income 
x 
= 
xX 
Sey Cannot exceed 69% 
xX of midpoint of 
of wage class 
= ee 


* Plus cost of central administration. 


' Covers all branches of social security. 1 
Sudsid ‘ Figures are for men. 


7s— ly. 
3 Communes pay a large share of the costs. 


2/ Health Insurance, Special Committee on Soc 
1943-6 


* For land and river transport workers. 


7 Commune pays 10% of cost. 
* Equal to half the contributions. 
* Also cantonal subsidies, communal subsidies and employers’ subsidies. 


ial Security, House of Commons, Ottawa, 


ir Credited to roaches to Social Security: An International Survey, Interna~ 
tional Labour Office, Montreal, 
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and/or employer, and is sometimes supplemented by general taxes. 


This type usually covers 50 per cent or less of the population. 


2 4 General taxes alone. This type of plan may cover all or only a por- 
tion of the population. . 
Ss A tax on all personal income of individuals. It is sometimes sup- 


plemented by general taxes. This type usually covers the entire 


population. 


Financing Through Individual Contributions, by Taxes on Wages 
The method most frequently employed in national compulsory health 
insurance plans, and the one which has most often been proposed for State 
and Federal plans in this country, is the one which places a tax on wages, 


as illustrated in Table 2. 


Table 2. Health Insurance Financed Through Individual Contributions, by 
Taxes on Wages 

Employee only Proposed for Rhode Island compulsory hospi- 
tal insurance 

Austria, -Czechoslavakia, Germany, Greece, 
Netherlands, Yugoslavia 

Workmen's Compensation 

Not proposed or in effect 

Proposed in numerous state plans and Wagner- 
Murray-Dingell Bill; in effect in Bulgaria, 
Chile, Eire, Great Britain, etc. 

Proposed for New York State, 1945, by 

BAS, Albis Aad 


Employee & employer 


Employer only 
Employee & general taxes 
Employee & employer & 

general taxes 


Employer & general taxes 


The advantages of a tax on wages are: the ease of collection through 
payroll deduction; the adherence to a method of contribution accepted for 
other forms of social security, such as Unemployment Compensation and Old 
Age and Survivors" Insurance; the collection of the tax at the source of 
income will make it relatively less "painful" because it is collected as 
earned and does not have to be paid out from savings; by the inclusion of 
dependents of wage-earners, a proportion of the population as large as 
50 to 60 per cent, a majority of whom will have low incomes, may enjoy 
benefits; and the possibility of dividing the tax between employer and 
employee. ee all plans require joint contribution by worker 
and employer “i it being easier to persuade the two parties to share the 
my There seems to be no logic in imposing a tax of this nature on the em- 
ployer. The custom may have arisen from the early theory of responsibility 
of the master for the welfare of the servant. Practically, it seems to be 
a device whereby the employee seems to get something for which he does 
not have to pay, although ultimately a tax on employers may prove to bear 


relatively more heavily on the low-income wage or salary earner than a 
tax which does not apply to employers. 
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tax than to impose it wholly on one or the other; in addition, many plans 
receive a substantial proportion of their income from general tax funds. 
The contributory element of a tax on wages helps to assure that the 
statutory benefits will be paid regardless of current economic conditions, 
whereas in plans financed wholly by general tax funds there is the danger 
that benefits will be reduced if general revenues decline due to unfavor- 
able economic conditions. The contributory feature also makes it pos- 
sible for contributors to regard benefits as a right rather than as a 

- Charity. 

The disadvantages of a tax on wages are: the number of persons cov- 
ered and the income of the system will be lowest when employment is low- 
est, although this may be the time of greatest need; persons paying taxes 
on wages below a certain level may not be eligible for benefits; and the 
difficulty, if not impossibility, of covering a proportion of the popu- 
lation, as large as 40 to 50 per cent, which is made up to a considerable 
extent of families where the wage earner is self-employed or engaged in 
agriculture, domestic service, etc., and where the need for insurance 
is as great or greater than that of the industrial worker, A number of 
plans of this type have proposed to offer insurance on a voluntary basis 
to those ineligible to participate through payment of a tax on wages 
but, unfortunately, many of these people are financially unable to pay 
the voluntary premium. In some plans the individual would pay the en- 
tire cost of the voluntary premium; in others it is proposed that the 
State and individual would share the cost. Another obstacle to covering 
these persons on a voluntary basis is that because group enrollment is 
not usually feasible under these circumstances, a physical examination 
might be pecgireace! which would result in the exclusion of persons able 
to pay the premium. One plan, however, proposed to permit self-employed 
wage-earners (although the definition of this group would seem difficult) 
to pay taxes and receive benefits on the same basis as employed wage- 
earners. 

A tax on wages tends to be inequitable if the entire population is 
not covered, and especially if the employer is also taxed, because the 
amount of the tax is largely added to the cost of the product or service, 
as is a general sales tax. A tax of this type bears relatively more 


heavily on the lower income groups, and forces persons who are not insured 


5/ A physical examination was required for voluntary coverage in several 


bills that were proposed in New York (Assembly Int. 1452, 1944; Assembly 
Int. 260, 1945). 
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to contribute indirectly to a system from which they receive no benefits. 
If general taxes are used to supplement contributions by employer and ~ 
employee, or by employer alone, the revenue plan is even less equitable. 
Contributing to the generally inequitable nature of a tax on employers 

is the fact that whereas in certain circumstances, such as those covered 
by the Workmen's Compensation Law, the employer has and is required to 
meet a definite responsibility arising from conditions of work and logi- 
cally chargeable to the cost of the product, the same responsibility does 
not hold in the case of non-work-connected medical conditions of ase tdi: 
and. their dependents. 

A further disadvantage of a tax on wages on a State basis is the 
handicap to the employer who must market his goods in competition with 
out-of-State employers who do not have to contribute some portion of 
their payrolls to an insurance plan. In connection with the latter, the 
New York State Commission to Formulate a Long Range Health Program, which 
made a study of this subject, concluded that: 


If an individual state with a substantial industrial population . 
adopts either a compulsory health insurance scheme, or a tax-sup- 
ported program on a larger scale than before, industry residing in 
such a state may be put in a less favorable competitive position 
than industries in other states with less financial obligation. 
This might lead to the moving of industry from a state with a def- 
inite medical care program to a state without any program. 6/ 


As a practical consideration, a tax on wages constitutes a formidable 
obstacle to the ultimate objective of including the entire population, 
because once the pattern is fixed it would be most difficult to change 
to an alternative method of financing which would almost certainly be nec- 
essary if all other persons were to be covered, Employees benefiting by 
a contribution made by the employer would not be expected to accede readi- 
ly to a change requiring them to bear the entire tax in common with the 
group outside of covered employment. Also, the rate of utilization of 
medical care is less for regularly employed persons than for the remainder 
of the population, and these employed persons, able to lend force to 
their wishes through labor organizations, might successfully oppose the 
change to a system which would result in a higher total tax rate owing — 
to the inclusion of persons with a higher rate of utilization of medical 


service, | 
..Fhe coverage and the tax bias that would be furnished in New York . 
State by persons covered by the State Unemployment Insurance tind 3 is 

{/ Covers employees in establishments o or more, exclusive of govern-— 
mental employees, railroad and agricultural workers, domestics, and em- 
ployees of charitable, religious, scientific and educational institutions. 
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indicated in Table 3. This selection was made for illustrative purposes 
because it comprises the group which has been most often proposed for 
coverage by compulsory health insurance. In estimating the number of 
persons who would be covered, i.e., who would be eligible for benefits, 

a minimum wage must be taken into consideration. As an extreme example 

of the situation that might apply if there were no minimum, a person 
might engage in covered employment for only one day, pay a tax of $0.15 
and become eligible for several hundred dollars worth of benefits. Some 
plans or proposals have gone so far as to require a full year in covered 
employment as a condition for eligibility, but a majority base eligibility 
on two factors - length of time and earnings in covered employment - 

the latter ranging from $200 to $500. Because the value of a yeer's eli- 
gibility for benefits would be from $65 to $125 for an employee and de- 
pendents under a reasonably comprehensive program, it would seem that 

he should earn in covered employment a sufficient amount to have paid in, 
at a tax rate of 3 to 4 per cent, at least one-third of the anmal aver- 
age ee of benefits; i.e., the payment of tax on minimum earnings of 
$500 or $600 should be required. 

Exact figures are not available as to the additional number of per- 
sons that would be covered if governmental employees, railroad workers, 
and employees of charitable, religious, scientific and educational insti- 
tutions were included. The first group numbers about 450,000, exclusive 
of employees of Federal war agencies,— and the second about 250,000. 
Altogether, a total of perhaps 750,000, of whom 90 per cent might be eli- 
gible and who, with their dependents, would number about 1.2 million, 
an additional 9 per cent of the State's population, would be eligible 
for benefits. The number of wage and salary earners with earnings in 
excess of $500 probably could not greatly exceed a total of 4.95 million 
because in 1940 the total number of persons in the labor force, employed 
and unemployed, amounted to only 5.67 milaione in fact, many of the 
persons covered under a wage-tax revenue plan would be non-residents 


employed in New York State - perhaps a million or more - and the percent- 


ee a 


ages of the State's population covered would not be as great as the figures 


cited would indicate 22/ On the basis of earnings under Unemployment In- 


8/ Industrial Bulletin, New York State Department of Labor, January- - 


February 1945. . : y ‘ : 

9/ 16th Census of the U.S., 1940, Population, Third Series, the Labor 
Force. 

10/ An anticipated difficulty in administering this type of plan would 
arise in connection with registration of dependents of non-residents for 
eligibility for benefits, a difficulty not encountered under Unemployment 
Insurance, because the person taxed or insured is the sole beneficiary. 
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surance, it is estimated that the inclusion of governmental employees, 
railroad workers, etc., would add $1,000 million to the taxable income 
under $3,000, and $1,200 million to the taxable income from all wages 


and salaries. 


Financing Through General Taxes 


Medical insurance programs in most countries have begun by covering 
industrial wage earners only. In only a few, and these where independent 
workers such as farmers form. an important group, has an attempt been 
made to cover the entire population. However, the trend seems to be 
strongly toward coverage of all members of the population, With univer- 
sal coverage as an aim, the method of financing through general taxes 
makes an appeal. because of its simplicity and adherence to accepted prac- 
tices. At present, only the Soviet Union finances medical care for the 
general population from general en = In this country, the people of 
Arkansas in 1944 voted on a bill which would provide hospitalization for 
the indigent at State expense, low-cost hospital care for others through 
the use of general tax funds, and low-cost diagnostic service to all (also 
from general tax funds) without regard to ability to ae The Arkansas 
program was to be financed by a tax on all natural resources "severed 
from the soil or waters of the State" - lumber, oil, coal, ores and min- 
erals, and by a tax on electric current, except that manufactured by 
municipalities for their residents. 

As against the advantages of affording the opportunity for immediate 
complete coverage of the population, and its relatively "painless" nature 
due to indirect collection, the disadvantage of a general taxation plan 
seems to be that the beneficiary of the medical program may tend to hold 
the benefits cheaply, as being a largess of government rather than a 
service for which payment is made individually and with some relation to 
benefits to be expected, and which should be used with regard to the 
wise expenditure of fund. Further, being subject to budgetary control 
and not depending on a self-supporting fund, the danger exists that in 
times of economic stress the benefits may be considerably reduced, 

The sources and amounts of revenues of New York State for 1944 -45 
are shown in Table 4. Although the present State tax structure might 


support a modest medical care program from general funds, it would seem 


11/ Not properly termed medical insurance, since it is more nearly a 


state public service than a risk-sharing enterprise. 
12/ The bill (Hollingsworth State Hospital System Act, 1944) was defeated 
by a vote of 44,333 for and lhe, 554 against. 


Table 4. New York State Revenues, Year Ended March 31, 194523/ 
Amount 4 
2. Total general business taxes 
a. Corporation tax, article 9 
b. Utilities tax, article 9 
c. Corporation franchise tax, article 9-a 
d. Unincorporated business tax 
e. Bank tax 
f. Insurance premium tax 
3. Total excises on consumption 
a. Motor vehicle tex 
b. Motor fuel tax 
c. Alcoholic beverage tax 
. Alcoholic beverage control licenses 
. Cigarette tax 


33, ane 


a. Inheritance and State taxes 27,90¢ 
b. Stock transfer tax 20, 304 
c. Pari-mutuel tax 27, 847 


5. Miscellaneous taxes 
Oo. Miscellaneous revenues 21,379 
7. Total taxes and revenues 517,047 


a/ In addition the State acted as a collection agency for the 
Tocalities of the State to the extent of $100,352,352 collected 
on items 1, 2-b, 2-c, 3-a, 3-b, 3-c and 3-d, and distributed 
directly to the localities. : 


that fairly comprehensive programs involving annual expenditures of from 
$250 to $450 million would require a marked increase in personal income 

tax retes, or the addition of a sales tax, or both. The latter alone would 
not suffice unless the rate were very high or unless basic commodities 

were taxed. A 2 per cent sales tax in New York City realized only $53.8 
million in the fiscal year 1939-40, and a 1 per cent tax brought in $32.9 
million in 1942-3. 


Financing Through Individual Contributions, by Tax on Personal Income 


The method of financing medical care or insurance programs chiefly 
through a tax on personal incomes is a relatively new one. The advantages 
are: the entire population may be covered and the troublesome distinction 
between insured persons, the indigent and other non-insured persons is 
avoided; all or a very large portion of the tax may be graded in accordance 
with ability to pay; the industry of one State will not be placed at a 
competitive disadvantage with that of another; and the insurance principle 
may be incorporated to the extent that the beneficiary pays individually 


and directly for at least some part of the service to be received. The 


13/ Legislative Manual, New York, 1945. 
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. 
chief disadvantage would seem to lie in the formidable pa weralerio cae: 
blem of obtaining contributions from all persons with income, 

Financing through a tax on personal incomes only, or personal income 
plus general taxes, is not in effect nor has it been proposed for State 
or Federal programs in this country. The compulsory medical insurance 
plan enacted by the Province of Ontario in 19h5tt/ in anticipation of a 
general Dominion plan requires that a substantial portion of the cost of 
insurance be raised by general municipal taxes or a fixed payment (indivi- 
dual premium) by persons over 16 years, or by a combination of the two, 
plus a contribution from the Province which is to be derived in part from 
a special Dominion personal income tax for medical insurance. 

New Zealand esca tit In New Zealand a combination of a personal in- 
come tax, a company net income tax, general taxes, and a per capita or 
personal registration tax for persons 16 years and over has been success- 
fully employed since —_ for financing medical insurance and other social 
security benefits .— 16 

A tax is imposed on wages or salary at the rate of 5 per cent of 
gross income from these sources, with no exemptions or deductions for 


dependents. The tax is deducted at the source by the employer, who af- 


fixes social security stamps to the wage record. Wages and salaries in- 


clude all compensation received by employees, wages paid part-time or 
casual workers, pensions and annuities from employers, bonuses and gratu- 
ities, commissions and fees, food and lodging allowances, and food and 
lodging in lieu of cash wages.. 

A tax of 5 per cent must be paid quarterly on all other income, ex- 
cept by totally disabled war pensioners. Companies pay 5 per cent of 
net income. Individuals may deduct necessary business expenditures, de- 
preciation charges, business losses and the like, from income other than 
wages or salaries, but there is no personal exemption nor are deductions 
allowed for dependents. Income exempt from taxation includes: benefits 
under the Social Security Act, war-service pensions, workmen's compensa- 
tion, sick benefits from a voluntary society, dividends from a company 


liable to the tax on company net income, income from other Dominicns sub- 


14/ Ontario Municipal Health Services Act, 1945. The act, which is in 
the form of an enabling act for mimkcdaniathbr; had not been a in 


operation up to December 1945. 

15/ Cash Benefits under the New Zealand Social Security Program, Bureau 

Report No. 13, Bureau of Research and Statistics, Social Security. Board, 

Washington, 1945. See also Chapter XV. 

16/ The tax rates quoted cover not only medical benefits, put all types 

of social security benefits - old age, invalids', widows', orphans',fam- 
ily, sickness, unemployment, emergency and certain other benefits. 
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ject to similar taxes, scholarships, contributions by employers to an 


approved employee benefit fund, income received by officials of foreign 


countries, and pay received by members of the armed forces. 


All persons reaching age 16 are required to register and to pay an- 


nually a fee of 5s. for women and for men aged 15 to 20, and 5s. a quarter 


for men 20 and over. 


Table 5. Sources of Income of New 
Zealand Social Security Fund, 1942-43 

Per cent 
of total 


Wage and salary 
Other personal income 
Company income 
Registration fee 
General fund 
Miscellaneous 


A registration fee coupon book is obtained at the 


post-office, where the appropri- 
ate coupon is detached, the re- 
ceipted stub being proof of 
payment. Employers are required 
to inspect registration books 


quarterly and deduct any unpaid 


‘fee. Persons exempt from the 


registration fee are: totally 


disabled war pensioners, per- 


sons having as income only certain social security benefits, persons in 


certain institutions and without income, registered unemployed persons, 


students without income, members: of religious orders and official repre- 


sentatives of other governments. 


The distribution of revenues by source, 


. which is relatively constant from year to year, is shown in Table 5. 


Miscellaneous Methods 


Various combinations of taxes on wages or salaries, personal income 


and employers, and general taxes are possible. A method of current in- 


17/ 


terest is that proposed in Canada.— 


The plan would cover everyone by 


providing free medical service for children up to age 17, by requiring 


adult income recipients who are able to do so to pay the full cost of 


service for themselves and their adult dependents, and by turning to the 


employer for subsidy of wage earners and their dependents and to Provin- 


cial general funds for subsidy of other persons unable to pay the full 


cost. 


The cost of care for children would be distributed equally between 


insured person and general Dominion funds derived from a special personal 


income tax. 


17/ 


Table 6 has ‘been adapted from the statement of estimated 


contributions— to show the percentage distribution for each class of 


beneficiary. From the standpoint of collection, insured persons are divid- 


ed into two groups: 


employed insured persons and assessed insured persons. 


The payments of individuals within these classes has been so devised that 


I7/ Health Insurance, Report oF Special Committee on Social Security, 


House of Commons, Ottowa, 1943. 


Table 5. Approximate Distribution of Payments for Health 
Insurance, by Sources of Payment and Earnings Classifica- 
tion, Proposed Canadian National Health Plan. 

Per cent distribution of 
payments 

Empl- | Empl- | Assess- 
oyee oyer ed con- 
tribut- 


Govern- 
ment 


Classification 


Income recipients 
Employees, full-time 
. » broken-time 
. » paid, in kind 
Working proprietors 
Other income recipients 
Adult dependents 
Of employees 
Of working proprietors 
Others 
Children 
Administration 
All classes _ 


they will be in proportion to their wage or income. The system seems very 
intricate and its worth cannot be judged until it has been placed in oper- 
ation. Of the total governmental cost, 76 per cent would be borne by 
local governments. According to recent advices, the difficulties anti- 
cipated by local governments in raising 35 per cent of the entire cost 


presents an obstacle to acceptance. 


Revenues for Medical Insurance in New York State 
The Commission on Medical Care adopted the principles that in the 
event of enactment of a compulsory medical insurance plan for this State 


every resident should be covered, and in respect to financing: 


Contributions should be in accordance with ability to pay. LEvery- 


‘one would benefit from sickness insurance and everyone should con- 
tribute according to his ability. That everyone may realize he is 
paying to the extent of his ability for service received, contri- 
butions should be clearly designated as for medical care. A mater- 
ial part of the cost should be met from a premium to be paid by 
everyone who has the means, based roughly upon what people now pay 
for care; in addition,a part of the cost should be borne by a tax 
on income, with an upper limit. No contribution should be required 
of employers. Localities should contribute for persons receiving 
public assistance. Funds required in addition to those realized 
from contributions should be derived from general tax revenues. 


To determine how a tax plan might operate in keeping with these. 
principles, data were collected bearing on a plan with the following 


characteristics: 
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1. An individual premium contribution by each eligible person 
over 17 years of age not dependent upon public assistance. 
2. A flat-rate tax on income of residents of the State, and the 
earnings within this State of non-residents. 
3. Payment by localities for persons receiving public assistance. 
Dr. Clarence Heer, Professor of Economics and Commerce, University of 
North Caroline; and Mr. Ralph Burgess,(formerly Assistant to the Govern- 
ment Actuary, Division of Research and Statistics, U. S. Treasury Depart- 
mert; formerly Actuary, Joint’ Committee on Internal Revenue Taxation, U. S. 
Congress) Acting Director, Government Finance Department, National Associa- 
tion of Manufacturers; were employed to advise on a plan of this nature. 
In addition, Dr. Mabel Newcomer, Professor of Economics, Vassar College; 
Miss Selma Mushkin, Chief of the Social Insurance Section, Bureau of Re- 
search and Statistics, Social Security Board; and Dr. Chester Pond, Di- 
rector of the Bureau of Research and Statistics, New York State Department 
of Taxation and Finance; were consulted less formally. : 
Individual premium contribution. In the words of the Commission's 


Committee on Finance: 


It is characteristic of human behavior that what costs nothing to 
an individual is considered by him to be work nothing, or very 
little. The value in a man's mind of anything is largely based 
on the effort which he must make to get it. For the State to pro- 
vide free medical care to all of its citizens and to pay the cost 
out of the general revenues of the State is to make the citizen 
believe, first, that he always was entitled as of right to this 
service, and second, to make him unappreciative of what he receives 
and critical of the service to him and of its administration. The 
Commission feels that the principal factor in a sound social poli- 
cy cf State medical care is that the person who receives that care 
make, within his capacity, payment of some real part of its cost. 


The purpose of an individual premium contribution would be three- 
fold. First, every adult not dependent upon the community would make 
some contribution in furtherance of the principle cited above. Second, 
there might be obviated the necessity of collecting very small amounts 
as computed as a percentage of income. Third, its employment in connec- 
tion with registration of eligibility for benefits” would make it pos- 
sible to collect at least a minimal amount from persons who might other- 
wise conceal sources of income and pay little or nothing. The individual 
premium contribution might be nominal in amount and chiefly for purposes 


of vepiwtbarron 2 or it might be relatively large, bearing some relation 


18/ A system of annual registration is indispensable in a State plan, es- 


pecially in a State such as New York to which many non-residents come for 
medical care. 
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to the value of medical benefits available and serving as an important 
source of revenue. In the latter case it would be credited against in- 
come tax payments made or due, and would therefore be a minimum payment 
rather than a per capita tax. 

The larger the premium, the more certain would be the collection 
of the full amount of the tax due from persons not subject to withholding 
of taxes from wages. In view of the millions of tax returns involved it 
would be difficult to check on understatements and: omissions of income, 
especially in the lower income brackets, and inasmuch as a vast majority 
of wage earners subject to tax withholding would pay more than the premium 
contribution, relatively few families would be affected by the size of 
the premium, which might, Prof. Heer suggested, be set as high as $12 
per adult. Persons unable to pay the premium would have recourse to wel- 
fare departments for assistance. Although the size of the premium would 
be largely immaterial to welfare reciyients and most of the income recip- 
ients, the low-income recipient liable to a minimum payment of $24 per 
year for self and spouse might find it necessary to apply for public 
assistance, an undertaking which most people approach with reluctance, 
Premiums ranging from $3 to $7.50 have been suggested by others, with 
most of the qualified persons consulted believing that $5 would be about 
the right amount, few if any self-supporting persons aged.18 or over being 
unable to meet this payment annually from their own resources. 

There were 10 million persons over 17 years of age in 1940. As- 
suming that 0.4 million would be in receipt of public assistance in an 
average iin 3 and allowing an additional 0.3 million for persons not 
meeting a one-year residence requirement, inmates of mental and correc- 
tional institutions, etc., about 9.3 million residents aged 18 and over 
would be liable for payment of a premium or minimum payment. 

Of this number, about 3.4 million would be unmarried and 5.9 mil- 
lion would be married enveana— All persons over 17 years of age might 
be required to register for themselves and their dependents under 18 years 
of age, and pay the premium (or minimum payment) individually, which 
would necessitate the filing of 9.3 million registration forms; or family 
heads might register for themselves, spouses (2.7 million), children 18- 


19/ Annual reports Of the State Department of Social Welfare list 106,901, 
367,825, 301,555, 214,155 and 176,305 cases for the years 1940-44. A case 
may comprise several persons, the average being somewhat greater than one. 
20/ 16th Census of the U. S.,1940,Population, Fourth Series. Actual fig- 


ures for entire population aged 18 and over are 2,803, 220 single, 851,540 


widowed, 83,148 divorced and 6,303,860 married. 
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24 in private households and attending schools (0,15 million) and parents 
and other adult relatives in the household who are not self-supporting 
(0.2 million), as well as dependents under 18 years of age, which would 
necessitate the filing of about 6.3 million registration forms; or fam- 
ily heads might be permitted to register only for themselves, spouses , 
and dependents under 18 years, which would necessitate the filing of 

about 6.6 million registration forms. The latter procedure would seem 
best, because the income of other adult dependents should be subject to 
tax, and there might be legal, moral and practical difficulties in requir- 
ing one person to report and pay a tax for another who, although a depend- 
ent, was not a child or spouse. 

Depending on the size of premium (or minimum payment) and the rate 
of tax on income, several million income recipients aged 18 and over 
would have incomes so low that income tax liability under the plan would 
be equal to or less than the individual premium contribution == Since 
premium payments would be credited against income tax liability, no in- 
come tax would be due from this group. 

The collection of individual premium contributions (minimim pay- 
ments) has been considered feasible by the tax and income experts con- 
sulted. A vast majority of single persons and husband-wife units would 
_ have sufficient income subject to tax-withholding at the source so that 
the minimum payment would be less than, and would be covered by, the tax 
on income. Among the others, a powerful incentive to payment would be 
that eligibility for benefits would be contingent on registering and pay- 
ing the minimum, or the total income tax liability, whichever was the 7 
greater. If a resident failed to meet this obligation it would ordinarily 
be a matter of only a short period of time before he required medical bene- 
fits and found that he could not obtain them under the insurance plan un- 
til current and previous obligations had been met in full. 

Income ‘tax. The tax proposed would. be a flat rate on the income 
OF -@i1. residents of the State, without any personal exemptions, deductions 
for dependents or the like. Non-residents would also be subject to the 
tax on income earned in the State because the medical program would be 


@ general welfare measure contributing to the efficiency of the State 


21/ At an income tax rate of 1.5 per cent and a premium of $7. 50, @ single 


person with income less than $500 annually would pay only the $7.50 premium, 
and a married man and wife with any number of children would pay only the 
premium of himself and wife, $15.00, if annual family income was less than 
$1,000. With a 2 per cent rate and premium of $5.00, single persons with 
income of less than $250 would pay a minimum of $5.00, family heads with 
income of less than $500 would pay a minimum of $10.00 
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from which they derived such income. Inasmuch as they would not be eli- 


gible for benefits, they should be allowed a personal exemption of an 


amount roughly equivalent to the ier es value of the benefits to a 


22/ 


Estimating the amount of income which would be subject to taxation 


single person - perhaps $500 or $600.— 


is difficult because of uncertainty as to economic conditions in the fu- 
ture, and because no data currently available bear directly on New York 
State income at various levels. All available data, such as Federal esti- 
mates of income payments, Federal and State income tax returns, earnings 
covered by Unemployment Insurance and Old Age and Survivors Insurance, 
and the information on wages and salaries elicited by the U. S. Census of 
1940, have been carefully examined and appraised, and opinions have been 
obtained from a number of persons qualified in the field of income pre- 
diction. Table {7 shows income payments over a period of youta as reported 


by the United States Department of Stsiorde 2 


The experts consulted are of 
Table 7. Income Payments (in Mil- 
lions) New York State, 1929- 423 / the opinion that 1943 best typifies 


SSeS HEN Do ete ets a oe A oe 
hl ET cdl He a rent trends and plans for the post- 


war economy. Prof. Heer estimated 
postwar annual income payments at 
$16,400 million, Prof. Newcomer 
estimated $15,000 to $17,000 mil. 
lion, Mr. Burgess' prediction was 
$15,600 million, and Dr. Hildegard 
Kneeland of the United States Bureau 
of the Budget estimated an income similar to that of 1943 ($17,500 million). 


It seems reasonable to assume that income payments as defined by 
the United States Department of Commerce will be about $15,000 million 
annually for the postwar decade. However, not all of this would be tax- 
able. Allowances must be made for institutional interest (i.e., interest 
accrued to insurance companies, banks and institutions, but not currently 
paid out to individuals), labor income other than wages, non-cash farm 
income, military pay, pensions, social security payments, compensation 


for illness and injury, and underreporting. It has been necessary to 


22/ As under the personal income tax law, residents of States imposing a 


tax on their residents for equivalent purposes would be exempted upon 
agreement between New York and the other States. 

23/ Monthly Labor Review, U. S. Department of Labor, January 1941, Survey 
of Current Business, U. S. Department of Commerce, June 1943 and August 1945. 
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employ the years 1941 and 1942 for detailed estimates of the tax base 
and related factors because insufficient data are available for subsequent 
years. In 1941, income reported on Federal income tax returns represented 
62 per cent of total income payments; in 1942, the corresponding percent- 
age was 06, In 1941, more than 70 per cent of the total of income pay- 
ments was taxed, either under the Federal income tax or Old Age and Sur- 
vivors Insurance, or both. The social security taxes did not, however, 
reach incomes received by the self-employed, by public employees, by farm- 
ers and farm laborers, domestic servants, railway employees, and by per- 
sons deriving their support from annuities and investments, and the Feder- 
al income tax did not reach incomes below $750 for single persons and 
$1,500 for married couples. All of the income categories enumerated 
above would be subject to taxation under the proposed revenue plan. More- 
over, to the extent that the proposed tax would be collected in large 
part at the source, whereas the 1941 Federal income tax was not, there 
should be a smaller degree of evasion. 

The income that would be subject to taxation is estimated in Table 
8 for the year 1941. It appears that $11,500 million, or 87 per cent of 


Table 8. Estimated Net Income Base Without Person- 
al Exemptions, New York State, 194124/ (in millions) 


otal income payments 
Adjustments (total) 
Labor income other than wages 
_Non-cash farm income 
Military pay 
Institutional interests a/ 
ross tax base 
Adjustment for underreporting b/ 
ax base without exemptions 
Less income over $5,000 
ax base excluding income over $5,000 
a/ Reoresents 40 per cent of total New York State 
interest payments. 
b/ If taxes on wages are withheld at source, under- 
reporting may be held at 5 per cent; a larger allow- 
ance does not seem warranted. 


income payments would be subject to a tax without an upper limit. $10,195 
million, or 76 per cent would be subject to a tax limited to the first 
$5,000 of income. For the same period, Dr. Pond has estimated that $9,500 
million, or 72 per cent of total income payments would taxable under a 


$5, 000 income limit, and Dr. Heer states that 70 per cent of total income 


2k / From data furnished by the technical staff, Bureau of Research and 


Statistics, Social Security Board. 


472 
payments under the $5,000 limitation, and 80 per cent of total income 
payments if the $5,000 limitation were removed, would be conservative 
figures. Inasmuch as income from wages and salaries, and proprietors' 
income, have risen more rapidly from 1941 to 1943 than income from pro- 
perty and other sources, it may be assumed that in a typical postwar year 
with income payments of $16,000 million, the percentage under $5,000 would 
be relatively less than in 1941. Im view of the present uncer- 
tainties surrounding wage levels, etc., it has not been deemed profitable 
to attempt further refinements of estimates. It seems reasonable to as- 
sume that 75 per cent of the estimated $16,000 million postwar income, 
236.5 $12, 00022/ million would be subject to a tax applying to the first 
$5,000 of income. $14,000 million, or 87.5 per cent 
of the total postwar income, would be taxable if there were no upper 
limit. 

There is no wholly adequate method of estimating the amount of in- 
come and number of taxpayers in various income classes. Table 9 shows 
the distribution of income and of taxpayers in 1942, the most recent year 
for which Federal income tax data are available. The data are limited 
in that returns were required only on incomes of $750 and over for single 
persons and $1,500 and over for married persons, thus excluding a large 
amount of income below these levels .22/ Also, incomes may be somewhat 
understated because withholding of tax from wages and.salaries was not 
in effect in 1942. Other sources of data are Old Age and Survivors In- 
surance, Unemployment Insurance, and U. S. Census statistics. Since the 
former two are very similar and the latter applies to 1939 income, only 
the Unemployment Insurance figures for 1942, the year corresponding to 
the Federal income tax figures, are shown in Table 10. Because these 
data are limited, applying only to wages and salaries, classifying only 
income groups under $3,000, and reflecting only earnings in covered em- 
ployment, they are presented primarily for the purpose of indicating 
roughly the distribution of persons and earnings under $1,500. 

A system of withholding taxes from wages and salaries is necessary 
for efficient tax collection, it being unofficially estimated that with- 


25/ Prof. Newcomer estimated about $12,000 - $12,500 million, which- checks 


fairly closely with that of Miss Mushkin. Prof. Heer has estimated that 
the amount would be more than $11,200 million. 

26/ Another limitation is that because of the progressive income tax rate, 
there is an incentive to the filing of separate returns by husband and 
wife, where both have income. This tends to increase the number of re- 
turns and to throw them into lower brackets than would be the case if all 
returns were on a joint return basis for husband and wife. 
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Table 9. Distribution of Net ed in New York State in 1942, by In- 


come Levels, as Reported by Individuals on Forms 1040 and 1040a and by 
Fiduciaries on Form 1041.27/ 


Form Form Form Total 
Income 1040 1040a 

iP ies OT ees 
Under $750 $ 150,131 & \ IT Sito 

750-999 188 , 355 (813,764 ) 83) (1,802,308) 
1000-1499 545,538 ( ) ( peas ) 
1500-1999 933,357 590, 939 1,526,054 
2000-2499 913, 9{1 579,402 1,494,299 
2500-2999 796, 082 357,180 1,154,588 
3000-3999 1,081, 504 1,083,714 
4000-4999  8°500, 527 502,295 
5000-9999 : (3e,93( 

10, 000-19,999 574,002 


20,000 or more 1,045,790 


Coa 
First $5,000 
First 10,000 
| First 20,000 


T, 551, 109 


D1, 205 
093 , 995 2,451,205 22,413 
ap ea 28,429 
2,451,285 33,580 
( 


Number of returns 


Under $750 ) ( 
750-999 (794 315) (1,814,259) 
1000-1499 ( ) ( ee. 
1500-1999 934 558 
2000-2499 570,057 
2500-2999 425,933 
3000-3999 318,277 
| 4000-4999 113,315 
5000-9999 111,249 
10, 000-19, 999 41,929 


20,000 or more : @ 235 104 
rotate 1 2,093,010. sl aeoal het | 12, 7k | hs 4 398 | 
a/ Does not allow any personal exemptions, credit for dependents, al- 
lowance for contributions, or earned income credit allowable for purposes 

of computing the income subject to Federal tax. Business expenses excluded. 


out such a system nearly 20 per cent of potential revenues may be lost. 

On the basis of the 1942 data shown in Table 11, it appears probable that 
90 per cent of salary and wage income would be affected by a withholding 
tax, and that at least 80 per cent of all taxable income would be subject 
to it. Prof. Heer predicts that the greatest difficulty in tax collection 
will center around a group of about one million persons who are employers 
-and own-account workers, farmers and farm laborers, domestic servants and 
persons not in the labor force, whose compliance with the tax requirements 
would be difficult to check. Whether these individuals will register and 
pay the premium or income tax will depend upon their estimate of the worth 


27/ Derived from Statistics of Income for 1942, Part 1, U. S. Treasury 


Department, Division of Internal Revenue, and unpublished data obtained 
from the Division of Internal Revenue. . 
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Table 10. Distribution of Employees and of Earnings in 
Employment Covered by Unemployment Insurance, New York 
State, 1942 28 


Distribution Distribution 
of employees a of earnings 
Tncome_group Amount [Per cent 


500-999 70,750 
1,000-1,499 1,099,175 
1,500-1,999 1,108,359 


2,000-2,499 
2, 500-2, 999 


3,000 or more 


of the medical protection afforded in comparison with its cost to them. 
This is not a new problem with respect to taxation of income and one would 


not expect poorer compliance 
Table 11. Distribution of Estimated 
Wages and Salaries a/ Paid in Specified Rae SSE ere ee 
Federal income tax laws; in 
Employment covered by OASI fact, a powerful incentive to 
Railroad employment ; paying the tax lies in the 


Government employment : value of medical benefits 


Domestic service 
Agriculture | ; which cannot be obtained 
All other 


otherwise. It would be ex- 


a/ Represent $10,788.5 million in pected that very few people 
wages and salaries paid in cash and ? 
kind, within continental U. S., in- 
cluding pay to armed forces. problem rather being to as- 


would fail to register, the 


sure the statement of all 
taxable income. 

In order that overwithholding of taxes from wages and salaries would 
be held to a minimm, and that, as described in the discussion of adminis- 
trative features, deductions might be allowed in consideration of premiums 
paid to private medical insurance plans, it has been suggested by Mr. 
Burgess that the withholding rate be fixed at one-half of the total tax 
rate. For the accumulation of an initial reserve, a tax at the withhold- 
ing rate might be imposed for a year prior to making benefits Be 
or, as preferred by Prof. Heer, the initial registration would carry a 
fee of $2, which would start off the system with an initial reserve of 
about $16 million, and benefits would be available immediately upon regis- 


tration. 

28/From data supplied by Bureau of Research and Statistics, Division of 
Placement and Unemployment Insurance, New York State Department of Labor. 
29/ Social Security Yearbook, 1942, Social Security Board, Washington. 
30/In inaugurating Unemployment Insurance in this State, a tax at a low. 
rate was imposed for a period of two years prior to offering benefits. 
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In respect to obtaining revenues on behalf of public assistance re- 
cipients and other persons unable to pay the minimum (individual premium 
contribution) for themselves, three methods are available. First, welfare 
districts might pay a premium bearing a close relation to the per capita 
cost of benefits offered under the medical program, inasmuch as they would 
be relieved of equivalent expenditures. Under such a system they could 
readily receive State and Federal reimbursement of some of the moneys thus 
paid out. Second, in consideration of the present expenditures from which 
they would be relieved, the localities might be assessed on the basis of 
total population or assessed value of real estate, or on the basis of ac- 
customed public medical expenditures. Assessment on the basis of general 
population or assessed valuation would-seem desirable because it would be 
based upon the ability of localities to pay, and on the cost of meeting 
the actual medical needs of indigent persons rather than what the locali- 
ties were accustomed to spend. Hither method has the virtue of stabiliz- 
ing the obligation, rather than basing it upon a fluctuating relief load 
which would require the greatest local expenditures at a time when econom- 
ic conditions were poorest. Under this method, no additional expenditures 
would need to be made by the localities, certification of eligibility for 
medical benefits being issued simply upon recommendation by the ‘public 
assistance agency. 

In view of the present State-local system of tax sharing, and that 
of reimbursement for welfare costs (which may soon result in the State 
bearing a much larger share than it now does), both methods would oer - 
petuate a real estate tax on properties already over-burdened, and with 
respect to State participation would result in the State collecting taxes, 
paying them over to the localities, and in turn receiving them back from 
the localities without the advantage of local administration which is the 
heart of the system as practiced for other purgoses. A third method, pro- 
posed by Prof. Heer, would be for the State to collect and administer 
funds for medical care directly, without any obligation on the part of 
the localities beyond possibly the payment of the registration fee (min- 
imum tax, or individual premium contribution) for the indigent. To com- 
pensate for the loss of income from local sources, the proposed $5,000 
ceiling on the income tax should be raised or, in Prof. Heer's opinion, 
abolished. 

Other sources of revenue. A reasonably comprehensive medical care 


program would cover a majority of the medical services now provided pur- 
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suant to the Vocational Rehabilitation Law, Physically Handicapped Chil- 
dren's Law, etc., from public funds subject to State and Federal financial 
participation. In the interest of efficiency and economy of administra- 
tion, legislative sanction should be given to such agencies to furnish 
medical care to their clients through the facilities of the State medical ~ 
insurance agency. Suitable payment therefor could be made to the State 
medical administrative agency on a per-service, per-case or per capita 
basis, and the State would continue to enjoy Federal financial aid for 
the medical care aspects of such programs. 

The medical program should also be authorized to provide benefits to 
veterans at Federal expense, waiving an amount of tax equal to the moneys 
paid by the Federal Veterans Administration, and to receive any Federal 
moneys that might become available in aid of a general medical care pro- 


gram, insurance or otherwise. 
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CHAPTER XXIII 
ADMINISTRATION AND RESEARCH 


The administration of a medical insurance plan should have efficiency 
and economy of operation as an objective, but there should not be overlooked 
the possibility that the efficiency and economy appearing on the records 
of the administrative agency might have been achieved only at the price of 
wasteful expenditures of time and effort by those receiving and providing 
services, and of a vast number of irksom applications, authorizations and ~ 
appeals necessitated by a misguided passion for economy, rather than for 
the fulfillment of the broad objectives of the program. Every effort 
should be made to avoid needless paperwork and tedious negotiations. Al- 
though the operation of the plan should be guided by written rules and 
regulations, ample opportunity should be provided for discretionary action 


within this framework. ~ 


Administrative Agency 

The general administration of a compulsory medical insurance plan 
may be vested in any one of a number of governmental agencies;-public 
health, labor, welfare, or an independent department,or different functions 
may be distributed among various departments of health, taxation, labor, 
insurance, etc. Because medical insurance involved the many diverse func- 
tions of medical, dental and other professional supervision, insurance, 
taxation, etc., it would seem desirable that administration should be by 
a single independent agency capable of discharging a majority, if not 
all, of these functions. 

At the beginning of an insurance program there is a need for adminis - 
tration with vision and boldness, unhampered by the restrictions and tra- 
ditions which have often grown up in long-established departments. The 
administrative and regulatory patterns for a new undertaking should be 
developed to conform with needs rather than established practices. To 
provide the necessary flexibility in the early stages of the program, an 
independent agency would seem to be best, although after an initial per- 
iod during which suitable administrative patterns and principles were 
evolved, such agency might be amalgamated with an existing department. 


Policy-Making 


In some plans, policy determination as well as executive powers would 
be centered in one person who might, but would not be required to, seek 


the guidance of an official advisory group. In other plans, both executive 
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and policy-making powers would be the responsibility of a small board com- 
posed of persons devoting full time to such duties. A type of organization 
which is also employed and which would seem best suited to the needs of 
a medical insurance program would vest policy-making powers in aboard 
appointed by the chief executive of the State. Such board would have no 
administrative or executive powers, but would be authorized to enact regu- 
lations clarifying and implementing the broad statutory provisions of the 
insurance plan, and to advise the executive on matters which he would 
place before them. 

Composition. The interests of persons receiving and persons provid- 
ing service should be recognized, but should not be paramount in determin- 
ing the composition of the policy-making board. To afford representation 
to every group in accordance with numerical and other indications of their 
importance would necessitate a board so large as to be extremely unwieldy. 
The members of the board should be selected with a view to their ability 
to gauge the needs of the people apart from their own personal or profes- 
‘sional concerns but should, at the same time, have sufficient professional 
background to be appreciative of technical matters. To achieve this ob- } 
jective it would seem desirable to have a board of,say, 1l members: 5 
representing the public at large, 5 representing the professions (2 physi- 
cians, 1 dentist, 1 hospital sdministrator, 1 nurse ), and the eleventh 
being the executive of the medical insurance agency. 

Official advisory committees. To obtain competent advice on technical 
matters, provision should be made for official committees advisory to the 
executive and to the board. The committees should be appointed by the 
executive with the advice and consent of the board. These committees 
should include, but should not be limited to, medicine, dentistry, nursing, 
hospital care, public education, research and insurance. 

Regulations. The regulations of the board should be consistent with 
and should have the force and effect of law, subject to review by the 


courts as to their reasonableness. 


Executive . 

The executive of the public medical insurance agency might be appointed 
by the board, or by the chief executive or by a ranking officer of the gov- 
ernment. Although there is much to be said in favor of either method, it. 

- would not seem consistent with the function of the board to have the execu- 
tive appointed by it. Differing views have been expressed as to whether 


the executive should be a physician or layman. It would seem best to leave 
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this matter to the decision of the appointing officer. It should be re- 


quired only that the executive be a person of proven administrative abil- 
ity, but it should be stated for the guidance of the appointing officer 
that preference should be given to a physician so qualified, 

| Appointive powers. The executive should be granted full power to 
appoint his deputies and all subordinate personnel. The powers of the 
board in this respect should be limited to establishing qualifications 
for personnel at the higher levels. 

Central administrative divisions. Divisions of medicine, dentistry, 
hospital care, nursing, finance, research and statistics, public educa- 
tion and administration should be provided for by statute and the quali- 
Pications of their respective directors broadly indicated for the guidance 


of the board and executive. 


Local Administration 

Delays, red tape and conflicting decisions are all too often associa- 
ted with, although they are not peculiar to, public administration. They 
- are not necessarily inherent in public administration and can be avoided 
through the proper administrative pattern and the selection of capable 
administrators vested with adequate authority. Prompt payment for ser- 
vices rendered, prompt and authoritative decisions on questions arising 
from interpretation of regulations, and prompt adjudication of disputes 
are most necessary to smooth and efficient administration. These objec- 
tives can be apcdsowehed through decentralization of administration so 
that the district offices of the insuring agency have ample authority with- 
in the framework of generally applicable rules and regulations. 

This authority should be granted in such fashion that an honest or 
reasonable interpretation of regulations by the district office in any 
individual case will not be subject to change by the central office; other- 
wise, confusion and mistrust may be engendered in those receiving and those 
providing service. For example, if the district office should approve a 
certain service as being a benefit under the plan, such decision should 
stand despite a differing interpretationthat might later be rendered by 
the central office. The physician or hospital providing the service, or 
the beneficiary, should not bear the cost or burden of a service provided 
or received with the approval of the district office and later disapproved 
by the central office. The remedy for any persistent or flagrant disre- 
gard of regulations should lie in further clarification of regulations or 


disciplinary action. Beneficiaries and those rendering service should be 


\ 
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permitted to appeal to a local district board from the decision of the 
district administrator. 

Local administrative districts. To facilitate decentralized adminis- 
tration, the State should be divided into districts with local administra- 
tive organizations roughly similar to the central organization. The flow 
of authority should be directly from the State executive to the district 
administrator, the directors of the central administrative divisions chan- 
nelling their recommendations or orders to the districts through the State 
executive. 

Local administrative officers. Local district administrative staffs 
should include physicians, dentists, nurses, etc., to insure that profes- 
sional persons rendering service have the opportunity to discuss their 
problems with professional persons thoroughly familiar with the field. 

Local advisory committees. To advise the district administrator 
there should be in each district an official local advisory committee 
appointed by the State executive. The committee should be in composition 
Similar or identical to the central policy-making body. The local com- 
“mittee should be advisory to the district administrator and to the State 
executive, and it should be authorized to hear appeals from the decisions 
of the district administrator. The committee should not have policy-mak- 
ing, executive or administrative powers, but should have the right to 


transmit copies of its proceedings or resolutions to the State executive. 


Budgetary and Financial Practices 

Sound budgetary principles should be followed, with statutory fixa- 
tion of the amounts to be allocated for administrative and related pur- 
poses. Disbursements by properly deputized local administrative officers 
should be authorized to assure prompt payment of claims. In respect to 
pro-rating of payments to physicians, dentists, etc., providing care on 
an indemnity basis, it would seem desirable to avoid delayed payments or 
refunds by arbitrarily fixing the rate for the first year of operation, 
and by employing in subsequent years a rate determined by the previous 


year's experience. 


Administrative Controls 
Some instances of excessive use or of misuse of service are inevitable 
under any medical insurance plan, voluntary or compulsory. One of the 
greatest hazards under voluntary plans lies in an unfavorable selection 


of risks, a problem which does not have to be faced by a plan covering an 
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entire population group. 

Several factors should be borne in mind in developing administrative . 
controls. The first is that, in general, beneficiaries are not entirely 
without individual financial resources and that although a plan should 
aim to provide complete service within the categories of benefits speci- 
fied, the situation of beneficiaries as it exists today would not be 
worsened by failure to provide certain benefits, e.g., drugs, which prom- 
ised to be difficult to control administratively. The second is that in 
an endeavor to correct abuses by the small proportion of persons who will 
perpetrate them, the majority should not be subject to unduly strict regu- 
lation. Third, as far as possible, the controls should operate automatical- 
ly and unobtrusively. Some of the controls that might be applied to hos- 
pitalization have been described in Chapter XXI. The system of automatic 
control which has been developed in Essex County, Ontario, although not 
directly applicable to an insurance plan, indicates what might be accom- 
plished by a scientific. approach to the problem of controlling home and 


office cinta 


Participation by Private Plans 

As shown in Table 4 of Chapter XV, a majority of national plans ad- 
minister health theiados euocuat "approved societies." The ostensible 
objective of permitting administration of a public function by private 
groups seems to have been to place local control iin the hands of the bene- 
ficiaries. It has also been thought that persons receiving benefits through 
such groups would receive a more personal, individual service than through 
public "bureaucratic" administration, However, the great weight of evi- 
dence tends to show that administration through private plans does not re- 
sult in actual control by the beneficiaries (apparently because of apathy 
of beneficiaries rather than factors inherent in the organizations)., and 
that, ordinarily, private administration is quite as soulless and restrict- 
ed by regulation as is public administration. Other objections to adminis- 
tration by private agencies seem to be that eiunietratare costs are re- 
latively higher than those experienced under public administration, that 
benefits and risks are not uniform from plan to plan (except where admin- 
istered on a topographical basis), and that confusion is introduced by a 


. multiplicity of private spidcie, 2/o/ 


1/ Medical Relief Administration, N. Sinai, M. F. Hall andR. E. Holmes, 
Essex County Medical Economic Research, Dominion Office Supply Co., Wind- 
sor, 1939. 

2/ National Health Insurance, Hermann Levy, University Press, Cambridge, 1944, 
3/ In England, 7,000 private agencies participate in administering health 
insurance for 19 million beneficiaries. 
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The fact that many national systems provide for the participation 
of private plans seems to be based on the simple fact that they have pre- 
ceded the compulsory plans and that popular sentiment and the self-inter- 
est of those concerned have dictated their continuance. In addition, it 
has seemed almcst a necessity that private plans be permitted to partici- 
pate if the benefits offered by the compulsory plan are limited, because 
the private plans thus afford an opportunity to obtain additional benefits 
on an insurance basis to those who wish them and can afford them. On the 
other hand, participation by private plans may serve to retard or prevent 
the provision of more comprehensive benefits to needy segments of the 
population. It should be remarked, however, that the objections to parti- 
cipation by private plans are not as marked if they are placed in competi- 
tion with a strong publicly-administered plan. 

Despite the arguments against participation by private plans, only a 
few nations, such as New Zealand, have seen fit to eliminate them at the 
time of adoption of compulsory 20 ee Because voluntary plans have 
become firmly established in New York State, it would seem best to provide 
for their participation, guarding as well as possible against the abuses 
and uneconomical practices which have been experienced elsewhere. It is 
visualized that under a revenue system providing for contributions by 
beneficiaries only, a Asche volta be provided whereby employees and : 
employers might independently arrange for the equivalent of employer con- 
tributions. In addition, the participants in private plans would be free 
to arrange systems of remuneration of physicians, dentists, hospitals, 
etc., (e.g., clinic practice, salaried or capitation practice, inclusive 
hospital rates, etc.) which would be mutually satisfactory and which would 
result in savings to the beneficiaries thus covered. The system outlined 
below would seem to solve most of the vexatious problems, except that of 
selective enrollment. The private plans would tend to cover population 
groups with health risks more favorable than those prevailing in the gen- 
eral population. Under the method outlined, the private plans would have 


to stand on their own resources because no public subsidy would be afforded. 


i] Senator Wagner is quoted as saying, in introducing S.1050, that all 


qualified organizations - Blue Cross plans, and medical service organiza- 
tions created by unions; consumer-organizations, employers, medical socie- 
ties, etc., would be able to participate in the national medical insurance 
system, furnishing services to the insured persons who choose them, receiv- 
ing fair payments for services furnished, and having enlarged opportunities 
to be service agencies for their respective groups. (Journal of the Amer- 
ican Medical Association, 128:372, June 2, 1945). S.1505 also provides for 
participation by private groups. Presumably, these groups would derive 
their income from payments made to them by the government insurance agency. 
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Perhaps the most objectionable feature would be that because of their flat- 
rate premiums, subscribers to private plans would be chiefly persons and 
families of above average income, which might possibly introduce a class- 
distinctive feature. | 

Approved private plans. Any organization licensed under the State 
Insurance Law for the purpose of providing medical and/or hospitalization. 
insurance, and any organization which had as one of its purposes the pro- 
vision of medical care to its members but which was specifically exempted 
by the State Insurance Law from licensure requirements, could apply to 
the public insurance agency for approval as a private plan for the purpose 
of participating. The application should set forth in detail,data in re- 
spect to the coverage to be afforded, benefits to be offered and other 
pertinent information. Upon satisfying itself that the purpose for which 
approval was requested was in the public interest and in conformity with 
the publicly-administered plan, a certificate of approval would be issued 
by the public insurance agency. 

Conditions for approval. To be approved, private plans should meet 


1. Enrollment of beneficiaries as a family hy Fara 

2. Benefits should include as a minimum either medical practitioner 
benefits, x-ray diagnostic and radiotherapy benefits, and clin- 
ical laboratory benefits; or dental benefits; or hospital bene- 
fits; or a combination thereof, the content of the individual 
benefits to be at least as great as those required in the public- 
ly-administered plan. 

3. Payment should be made to the person or organization rendering 
care (but the rates of payment would not need to conform to the 
unit fee schedule of the publicly administered plan). 

4, The face of the certificate of enrollment should state clearly 
the amount which was determined by the State agency as that 
which might be claimed as a waiver of tax liability. 

5. Each plan should agree promptly to notify the State agency of 
enrollments and ‘withdrawals of beneficiaries. — 


Tax waiver determination. The executive of the State agency should 


the following minimum conditions: 


prepare a schedule of amounts to be allowed beneficiaries as deductions 
from tax liability in consideration of their enrollment in a private plan. 
In preparing the schedule the State executive should request the approved 
private plans to submit statements of the amounts considered by them as 
reasonable allowances for the benefits furnished, and he should consult 
his official advisory committee on insurance, but he should also give 
consideration to the views of others. In no event should the scheduled 
allowances be greater than the cost of providing equivalent benefits to 

5] For suggested definition of family unit, see proposed legisistion for 


medical and dental groups, Chapter XXI. 
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beneficiaries under the public plan, due regard being had to the factor 


of selective risks and administrative costs. 


Public Education 

To realize the potential benefits in a medical care program the pub- 
lic should be taught to use it properly. Any increase in the volume of 
services provided should be appraised from the standpoint of needs and 
accomplishments and should not be condemned without reason as excessive 
use or misuse of benefits. The public should be educated to seek medical 
care promptly and to the necessary extent. Educational methods should be 
used in preference to administrative methods for the purpose of discourag- 
ing unnecessary use of services. Emphasis should be placed on the use 
of benefits for early diagnosis and treatment, and for the prevention of 


disease and disability. 


Continuous improvement of a medical insurance program should be 
sought through researches for the purpose of developing and simplifying 
administrative methods, and for determining medical needs and the extent 
to which they were met by the program. Although researches in the medi- 
cal sciences should continue to be carried on independently by institutes 
for higher learning and research organizations, the medical insurance agency 
should, with the advice of appropriate official committees, make grants 
to such institutions for general and specific studies. It would seem 
desirable that provision for research funds should be made in the annual 
budget of the insurance agency, within upper and lower limits fixed by 


statute. 
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CHAPTER XXIV 


SUMMARY 


1. The objectives of the Commission have been to determine the volume 
and cost of care furnished by public and private agencies, to study the 
methods which are and which might be employed in providing care, and to 
make proposals for improved methods of providing medical care. 

2, The need for medical care exists universally; there is evidence 
that the absolute need is approximately the same in New York State as in 
the nation. The amount of care needed is somewhat greater for low-income 
than for high-income groups. A lack of adequate medical care tends to , 
produce poverty and financial dependence, which in turn tend to produce 
a relatively greater need for care, thus establishing 4 vicious cycle. 

3. The amount of medical care received on the average varies not 
with need, but with ability to pay for it, with the exception of persons 
largely or completely dependent upon the public for:subsistence. The dis- 
proportionately small amount of medical care received by persons of.below- ~ 
average income requires a disproportionately large percentage of their in- 
come. This disproportion is emphasized rather tuba ipeurered by voluntary 
insurance programs because their premiums are fixed. without regard to 
ability to pay. The purchase of medical insurance at uniform rates; 1.°., 
at the average cost, is beyond the financial capability of a large propor- 
tion of the population. The attempt of private persons and agencies pro- 
viding medical care to adjust charges to ability to pay tends to but does 
not in satisfactory measure relieve the disproportionality mentioned. 

4. The public medical care programs in the State generally provide 
care only to persons whose income affords a standard of living below or 
close to a subsistence level. With the possible exception of hospitaliza- 
tion and certain health supervisory services, the public programs offer 
little to persons below average income but above a subsistence level. 

The hospitalization of tuberculous and mental patients is in the pub- 
lic interest and may be required by legal process, but the public has not 
fully met its obligation to provide such hospitalization as a wholly pub- 
lic responsibility. 

5. The provision of medical care to the population as a whole in 
accordance with medical needs would seem to be limited to three methods: 

Care at public expense to those who qualify under a means test. 
Care at public expense from general funds for all persons, re- 
gardless of financial ability. 


496 


Care at individual expense on a compulsory insurance basis, with 

required payments graded according to financial ability. 

The first method does not seem acceptable, because to apply for 
care by public charitable agencies is generally distasteful and is not 
practiced except in emergencies or periods of great financial stress. 
People prefer to obtain medical care through payments from their own re- 
sources. 

The second method is not recommended, except for certain special- 
ized services such as hospital care of tuberculosis and mental disease, 
because it may lead to the provision of all care by physicians, dentists 
and hospitals in the direct service of the State, and to reliance of the 
people on the State rather than their individual resources. 

The third method seems to be the most desirable and the one in 
greatest public favor. 

5. A majority of the people of the State believe in the purchase of 
medical care by insurance methods. Voluntary medical care and hospitali- 
zation insurance plans are generally available, but many persons and fam- 
ilies find themselves unable to pay premiums, and many others encounter 
difficulties in enrolling, due to occupation, ‘place of employment, age, 
physical condition, etc. Some persons otherwise eligible do not enroll 
in voluntary plans because of indifference to their own needs and the 
needs of children and others who may be dependent upon them. 

(. The provision of medical care in accordance with medical needs 
can be accomplished only if persons of above-average income contribute 
on behalf of persons of below-average income. To achieve this it is nec- 
essary to compel payments, either in the form of general taxes or personal 
contributions graded in accordance with ability to pay. A majority of 
the people of the State favor, and it is feasible to establish a compul- 
sory plan under which the amount of the payments would depend on individ- 
ual or family income, and which would cover everyone, with each self-sup- 
porting person making his own payments. : 

A reasonably comprehensive plan would require payments of between 
3 and 4 per cent of income. Payments on this scale would not be much 
greater than the present average, because there would be added only the 
average cost of the additional service provided. 

8. The income of the people of the State of New York is adequate to 
pay for, and the State possesses personnel and facilities sufficient to 


implement an insurance plan covering all persons for physician and hospital 
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care. Dental personnel are insufficient to implement any but a limited 
program. The experiences of voluntary and compulsory medical insurance 
plans indicate that there may be developed an administrative system which 
would preserve the freedom of action of those providing care and those 


receiving it. 
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cat 
SURVEY OF NEW YORK STATE PUBLIC OPINION ON MEDICAL INSURANCE 
A Report To The New York.State Commission On Medical Care 
From SURVEYS INCORPORATED, .New..York.and Washington, February 1946 


Foreword 

The following reports the results of.a survey of. New York State pub- 
lic opinion made in.January. 1946 by Surveys Incorporated for the New York 
State Commission.on Medical.Care. Experienced field reporters personally 
interviewed 2,500 persons in a representative sample (cross=section) 
scientifically covering the adult population-_of.New.York State. The iden- 
tity of the organization.for..whom Surveys Incorporated operated this opin-~ 
ion research was not meade known to the persons interviewed or to the field 
reporters. 

The questions asked in the survey are reproduced verbatim in the 
tables of this report. The sample was prepared under the supervision of 
Dr, Raymond Franzen, New York statistician who serves as consultant to 
leading industrial and governmental organizations of the nation. 

In the preparation of this survey and particularly the questionnaire, 
Surveys Incorporated had as_consultants Dr. Franzen and Mr. Lawrence E, 
Benson, one of the.heads of ..Benson & Benson, Inc. of Princeton, New Jersey, 
and long identified with one of the best known public opinion research or- 
ganizations in the country. 

Surveys Incorporated also received the benefits of the advice of Mr. 
Harry H. Field, Director of the National.Opinion Research Center of Denver, 
Colorado, Mr. Stanley Payne, Opinion Research Corporation of Princeton, 
New Jersey, Mr..John P. Hunt of Chicago, Illinois, identified with the re~ 
cent medical care survey of.Michigan, Mr..John R. Little of Los Angeles, 
California, identified with the recent medical care survey of California, 
and Mr. Homer N. Calver.of New.York.city, Director of Health Exhibits of 
the 1939-40 New York World's Fair. 
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.. Summary of Findings 

86:0 per cent of the adult _population -of. New York State think that 
- everybody who lives_in.the State "should have insurance which pays doctor 
and hospital bills", When asked which one of two ways to pay doctor and 
hospital expenses they think is better, 70.3 per cent prefer "making reg- 
ular payments for insurance that will pay doctor and hospital expenses as 
they come up" and 22.9 per cent prefer "paying doctor and hospital ex- 
penses as they come up". 

Choosing between two methods for doctor and hospital insurance, 51.9 
per cent prefer "a plan under which the amounts of your insurance payments 
would depend on the amount of your family's income - everybody would have 
to contribute to it - and it would be handled by the government". On the — 
other hand, 35.6 per eéht” prefer "a plan under which the amounts of your 
insurance payments would be the same as for everybody - anyone could join 
or stay out = and it would be handled by a non-governmental group", 

Those who preferred the government insurance plan were asked which 
government they thought should handle it. 48.4 per cent prefer the Federal 
Government. 32.6 per cent prefer_the.New.York .State Government. 18.5 per 
cent don't know. Those who preferred the nongovernmental insurance plan 
were asked which of the following they thought should handle it: insur- 
ance companies, doctor groups, employers, unions, or others. 59.9 per 
cent prefer insurance companies. 14.6 per cent prefer doctor groups. 11.1 
per cent don't know. 7.2 per cent prefer employers. 2.9 per cent prefer 
unions. 

If a doctor and hospital insurance plan is put into effect in this 
State, 85.4 per cent think "it should cover everybody", 6.5 per cent think 
it should cover "just those people who work for business and industrial 
companies", and 8.0 per cent don't know. If such a plan is put into ef- 
fect in this State, 52.8 per cent believe it "should cover everybody, with 
each person making all his payments for it". 33.7 per cent believe it 
"should cover just those people who work for business and industrial com- 
panies, with one-half of their payments being made by the workers them- 
selves and one-half by their employers". 13,1 per cent don't know. 

63.1 per cent think "the plan should also pay to employed workers 
about one~half of their usual earnings during the time they are not able 
to work because of illness or an accident - and for this the insurance pay- 
ments from employed workers would be increased, according to the amount of 


their earnings". 17.8 per cent opposed this, and 18.7 per cent don't know. 
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68,7 per cent.do not “have insurance which pays money during sick- 
ness or disability (including accidents), money that you can use any way 
you want". 28.0 per cent have such insurance. 49.7 per cent of those 
with such insurance do not know how much the insurance costs. 55.2 per 
eent with such insurance report that it covers one person. 

53.1 per cent report that no members of their immediate families 
"have insurance or belong to a hospital plan which pays the hospital for 
all or part of the hospital bills". 44.4 per cent report that they do 
have such insurance, 30.5 per cent of those having such hospital insur- 
ance do not know its cost. 74.0 per cent report that no part of this 
hospital insurance is paid for by ar employer. One person is covered 
by the hospital insurance of 22.1 per cent of those with such insurance, 
two persons of 28.0 per cent, three persons of 18.7 per cent, and four 
persons of 16.9 per cent. 

25.1 per cent report that they or some members of their immediate 
families have “received hospital treatment during the last twelve months". 
79.8 per cent declare that they or some members of their immediate families 
have "had to see a doctor during the last twelve. months". 

87.8 per cent state that neither they nor any members of their im- 
mediate families "have insurance which pays the doctor for all or part of 
the doctor bills". 9.8 per cent say that they do have such insurance. 

Of those who do have such doctor insurance, 40.2 per cent do not know how 
much it costs. 62.3 per cent report that no part of such doctor insurance 
is paid for by any employer. One person is covered by the doctor insur- 
ance of 38.1 per cent of those with such insurance, two persons of 21.9 
per cent, three persons of 14.6 per cent, and four persons of 14.4 per 
cent. 

The questions and the responses, in total and according to residen- 
tial, sex, age, economic and voting. groups are shown in the tables of 


results. 


491 


ATTITUDES ON MEDICAL INSURANCE GENERALLY 


Question: Do you think everybody who lives in New York State should have 


insurance which pays doctor and hospital bills? 


: Don't 
Response (per cent): Yes No know 
POVALSS 61 88a RSVa bs O% iVaeew ve 86.0 Vo 6.3 
Residential groups 
Pores. NOM@TaGM y ics tech ba veees eo # 80.4 Lise 2.4 
POPM 536 55 Ta GR ee Se PEST ORD IONS Pe 80.7 15.9 5.4 
Rie O00 Vil) Oe on eck ae sae eens 86.6 6.4 7*0 
Sex groups 
Bole 549 she pad) RAae ce cas ee ene 86.0 8.5 oD 
POMGIO 2 Vids b4 eb $e roe EOS TERRES eae 6.9 are | 
Age groups 
Bae FOOLS savaeia tba eee oka T ee ES 89.3 ovE 4.6 
CO SSS AVGONS CECE Gh ee RE Si ottes Stee 6.8 2 
EIN a TER STE 5 =e ee ma Ra Bi rahe gan 84.2 8.6 Vex 
NG THT OTmeat Or 21 VON ss eso es aoe be 49.6 25.2 20.2 
Economic groups* 
Under $30 a month rent ........e06. 77,0 10.2 12.8 
$50 2~ 539 ca qhonthi rents.wen aise < B48 8.7 6.5 
O40 = 40-8 meet PONG ease cds sees oud 4.2 6.7 
SoU = 72 & MORON TONG saiissesscass ~~ Gose 11.3 5.8 
S70 (= 99 e month. POnt: dis iseases ees, B5.6 10.4 4.0 
#100 and over a month rent ...e.e-- 82.3 12.4 5,5 
MO THTOPMEtL OH CLVOl. scvbwtee aver ts 80.0 10.0 10.0 
Voting groups 
Voted for Roosevelt, 1944 ......... 90.2 4.9 4.9 
Yoted Tor Dewey, 1944. ceww civic. cwiee a0 81.2 12.5 6.35 
CUNGDS. fa tced ese eisiepncyeensreeet ee 83.6 8.5 Veo 


*Actual monthly rental, or equivalent in home ownership. 


4ge 
COVERAGE BY CASH SICKNESS BENEFITS 


Question: Do you or does any member of your immediate family have insur- 
ance which pays money during sickness or disability (including accidents), 


money that you can use any way you want to? 


Response: 


BO Ces eee V ed ee a i Were eee TCO eR eee ekeeees eves’ 26-0 POF Cent 
MO SUV awe Ce ETE CONE Ke weed a ee eedeveddiseuegguecdcer 6857 
a MAO ee I ee eee eee iceces. TR 
NO information .oeevceccecvecscvcvorccccoeservevoeces  Ool 


Total 100,0 


Question: (addressed only to those who have cash sickness benefit insur- 
ance): How much does this insurance cost you or your family? 
Response: 

Widow $1200 per month 66s es. ein eee ees Oe COME 

Bh EPR cas Se SO Oi ee Ee 

BBM S99 SAE ABES SCs Celis een 95.85 oe bed eee: Te 

BS p90 SRA i i Oa Ue ds ETE BS 

> al OVOP SAGA ets Ss Pee BA 

MO Ligure given SO ee eVects ide veeeree. VF 

CLS oS GSS oie one's eee oe Lhe a oe ind dd de eR Pee OOO 

DOR! Cake! oe eee woe ree etna es ree rvedesstvdoes. Mat 

MG Anfowmat Lon i ei CC SOF COOTER EEL GG 

Total 100.0 

Question: (addressed only to those who have cash sickness benefit insur- 
ance): Including yourself, how many members of your immediate family does 
this insurance cover? 


Response: 


One eorerereowreeeeee vee eapeevoeaesevneeeeevoeeoevnees ee eeeeeeeeeeaeanee 55+8 per cent 


Two oo@enoteoveoevevnevrerenoceeaevea gee ee eee eoeesr eG eSoeaesaosevnenegae 15.7 


PN Ss o's oo vols c i ae cavsven eta tka tivveiewve’ LEEF 
6 os os Ve le we ea eek eee Vidas en ae 
Se os she i Seek o ws cee eb ub besos Cendeabeet (i eye 
ats ae a ee ERS oS ee ot ee eee ewWeaw ee 2a 


Bawen: GRA HON 6 io CER Os EVE ee BG 

BG AOTOTMAGIOR ee NS iad seve vives cviaeseive i299 

ee MAO Sys a SN ee Sa 
Total 100.0 


COVERAGE BY HOSPITALIZATION INSURANCE 


Question: Do you or does any member of your immediate family have in- 
surance or belong to a hospital plan which pays the hospital for all or 
part of the hospital bills? : 


TOO ECP AS p00 88 se dee Ane ee £458 pees) oe oka te ‘i 44.4 per cent 
No ersee et eeee eet ert eseeee tt 02 Ge © Ge Press ot ee @enee @e @ $8;1 
Don?t know aoe 9# 9@ @f @f apt @F CF Ce C8 B68 FF OF Ce Be Fe Be Ce e 2.0 


Total 100.0 


Question: (addressed only to those who have hospitalization insurance): 


How much does this hospital insurance cost you or your family? 


Response: 


Under $1900. per. month» sie vos5.00 0 Grae 9 be 83 85 © 9.6 per cent 
Sh = TOO eva ics sever iusisassanntoy OSE ESTVNS “' 21.6 
BO = BED ea is is ee wa ee tevanses oteter a ore @ e¥T 9944 % . 26.2 
Br as a oe Ske BNE R a 5 HAGE Sean eae ° 5.95 
$52 ane: weer S080 1455 ASSES AM SOT to. & Bi? 
Combination with other insurance -.......... Se be 
BOC Wire ei Oe. wekiieca ke tc pes sede oss tbe ee 1.3 
NOHS: wuss (nek bes ON oN ee NEO VCR Ci Vaw ew sie ee kas . 
Donets. ENGW <0 0 cvs ves SVK Ses eee eee ES INS 30.5 
NO InfOrPMAtion.:- vcescsevive verewierstecaes si tV eee 1.3 
Total 100.0 


* Less than 0.1 per cent. 


Lok 


Question; (addressed only to those who have hospitalization insurance): 
If any part of this hospital insurance is paid for by an employer, how 
much does the employer pay? 


Response: 
Under $1.00 per month See SGae DeSean e een Ceicceceacesceeé 0.6 per eent 


$1 -1.99 °" to SU Cia kde kedveus sd? . OS 
$2 - 2.99 Ys: " e@oeeveaeeoeveereee or ee eeee eeoeveeveve 0.6 
$3 - 4.99 by " eeoeoereoevoe ese eae eee eer eee eeeeoee 0-3 
$5 and over " " LEP TELE OLE CELT POE OEE! ft Re 


Combination with other 
insurance eeoeeeeens,seensereeseen#nn7#e#2e8e eoeee#see#2reznres#esgceee%#2e#ee#8e#8e#8# 0.0 


No figure given; or, 
is paid, but don't 
know amount RHA SCRERA COD CORDES RR CEES S ERE RECS CES BE Loco 


Pe fe ee cece eek Ce eA RSS E OA aD R RE Ae ae a ee 
Don't KNOW vee ec cccscovcccawcesgcovecsovengecsece, Lee 
AOL OTMGLON CESS cd wee er ee dd Cee eee ea aS Ch REECE e LALO 

Total 100.0 


Question: (addressed only to those who have hospitalization insurance) : 
Including yourself, how many members of your immediate family does this 


hospital insurance cover? 


Response: 


One eooeoeoevevoeveoev ew o#e evpeeseeweeeoeesoeseeeweeeeeeeeeres eeoeoeoeeee 22e1 per cent 
Two Cooeoeew eee ee ee eae oOo HHP eK EO Oa HE HE HOHE HH HOB HOH OEE 28.0 


Three eooeooeeenweetoeneeevneeentesm#s#eeneteeeee@ oeonwerert te eoweeee ee 18.7 


Four e@oeeetspesesae@enseeeeweeweeepeesvpeeneeenweeee oseteoeeeeeee8e 8 16.9 
Five eoereoveoe eo ere eo eee oer eee eee eee eeeeer ees eee ee eee ee oe 6.6 
Six coer eeveceo eee ese eon eereese oes esses eee eaeseeesaeneee02 808 2.0 


BOWEN ONE BVEr ek owe Caw a ea ek eee sees sees ee wee 
NO infOPMACION ceiiccccciccccrecvececcecese ess dee 
Don't KMOW 9's''s vic ewe cece '0 eee ee cieteieeee'es wee vieteee s lee g 

Total 100.0 


4.95 
INCIDENCE OF HOSPITAL TREATMENT 


Question: During the last 12 months, have you or has any member of 
your immediate family received hospital treatment? 


Response: 


BE i ee yea Pr ene Par be ve ws we's'e 25.1 per cent 
NO Beer ee cv ed ck VEC CECE RE CEECEM CCC CCS 74,3 
DONC RROW Ss eo CCC EV oe er Cee Ee we 0.5 
Mo inrormation sees Vee Cee eae wee ee ge 
Total 100.0 


* Less than 0.1 per cent. 
COVERAGE BY MEDICAL CARE (PHYSICIAN) INSURANCE 


Question: Do you or does any member of your immediate family have 


insurance which pays the doctor for all or part of the doctor bills? 


Response: 


Yes coeeeeeaesoeeveeeneeeeeeeereeerpeeneeeeneneeeeeensneaeeneee @ @ 9.8 per cent 
No @eeeeeeveceaeeeoeeveewe tse eeeeeetvetstoeeveeetstueeeeeeeee 87.8 
Don't know ee@e@eeeeneeenereeseeeereeoeeeeeerteeoe2eeeeeeee 2s 2 


No information oeeeveereoer eer eeeweeeeer eee eee ee eee 0.2 


Total 100.0 


Question: (addressed only to those who have medical care insurance): 


How much does this doctor insurance cost you or your family? 


Response: 
Unter’ $1:300. per: month - és eS ow SS EEE Se Se 7.4 per cent 


$1 = 1799 " a oeeoeeoeeeveeoe eee sees eeeeee 1r.3 
$2 = 2.99 e " Peer woeweeeoer eer ee ee eee ee eee (13.0 
$3 = 4.99 " " CPOE CEM EE CS 6.8 


$5 and over" err eee reve eR TEP ET) EEE Ree 8.0 
Combination with other insurance ....e..ecee- 9.9 
No figure Given. sews seve sei iii detisedevdivge Be 
NONG® +5 PF Fl CRN OE ETS Fe a ie alae ee Wie 0.3 


Don't know eeceeoeeer ee Geaeereeeversreeeeoeea eevee 40.2 
Total 100.0 


1.96 


Question: (addressed only to thosé who have medical care insurance): 


If any part of this doctor insurance is paid for by an employer, how 


much does the employer pay? 


Response: 


Under $1900 per month svveui er Pores 608 ci lei ew ss 


$2 - 2.99 
$3 - 4,99 


#5 and over 


" 


tt 


w 

eoeeeveeseees 
i 
tii 

eoeoeoeeeeee 
tt 


eeeeeerteeneteneeeeeeevpeeeeeeeeeee 


oeesee@eaeeeee 


Combination with other 
Insurance CORSE RETR ESRC RCE Ree aes 


No figure given; or, 
is paid, but don't 
know amount oeeenoev ee eveeeeseeaeveeeeeeveeeeee eeveeaeeeeveeeee 


None oeoweweweoeew ee eevee eveeeeeeeeeoep4#e#eeeeee o#ee 


Don't know eeoeeeeeeve eevee eee eevee 


No information eoeeeoeeeveeseeneweeeoeeee 


Total 


eeeeseeewrt? 


eeeoeneeneeaeee#e? 


eeoeeesenene eevee 


0.6 per cent 
0,0 
1.3 
0.0 
0.6 


0.5 


19.8 


62.3 
12.9 


2.0 


100.0 


Question: (addressed only to those who have medical care insurance): 


Including yourself, how many members of your immediate family does 


this doctor insurance cover? 


Response: 


One De CE SOC ESRC Ee VEDA EEOC CLO e 


DG. SCR s as Kas Sida ee 8 OSS 


Three oeeoeeee 


Four Cee we Pea eKs ees iehsrrsecbee 


Five eeeeoodoeveeve e898 82 8 @ 


Six @eeeaetce@eeoevoewerv 17 82 eoeeseeeeseseaereeee 


Seven and over ... 


ovreoe@eee 


a? 


eoevecvecee 


eoeeeteveneeee 


eoeee0ae#enrtenv?te? 


@oeeeteaeeee? 


eooewaeoe3nwxeneevneeeseweeeseseeeereee 


oeeoeseee08 


ooeweweoceoeae eee seo eoeoere ewe eee esr eoeoe eee 


No information a at rae eT AS aha aha ia a at ha cial np egitmipease ae! aeons 


Don't know eooeosvn 0 0eeveeeewoesepteoaeeneeoeee 


Total 


38.1 per cent 
21.9 
14.6 
14.4 
3.2 
1.4 
1.2 
1.5 
3.8 
100.0 


LOT 
‘INCIDENCE OF PHYSICIAN TREATMENT 


Question: During the last 12 months, have you or has any member of your 
immediate family had to see a doctor? 


Response: 


Yes COCCECEOH OOOO OSOCOH EOE OCHO COCO EE EEE OCC OT EHEC OC EDD 79.8 per cent 


No be eT eS OREO ES 68 UCOENSELECETESCR EV ETT? PIOORe 20.0 
Don" + know eooweoeonwt ee * @eeeeeeeoee ss @eeeeee ee ee ee beeoe 0. 1 
No informat i on eo e e@oeoeeves Pi ee ey e ° eoeoeoecesvoeeeeoeeerv ee eee ee ” 


Total fn re ; 100.0 


* Less than 0.1 per cent. 


498 
MEDICAL INSURANCE vs. PAY-AS-YOU-GO 


Question: Which one of these two ways to pay doctor and hospital expenses 
do you think is better? 


(a) To pay doctor and hospital expenses as they come up, 
. or 
(b) To make regular payments for insurance that will pay doctor and hospi- 


tal expenses as they come up.’ 


Response (per cent): Pay as Don’t know, 
expenses and no 
arise Insurance information 
TOTAL eeeeoeenrteeneteeeeneeaeeeeeeee 22.9 20.3 6.8 
Residential groups 
Rural non-farm BS PC BR PR IE SE 23:5 64.9 5.8 
Farm @ereeoeooneteceeeeenepenereeeneeeeeneenen eeeed 28.5 62.8 8.7 
City and village coeeeeereoeneseoeeeeee 22.2 71.2 6.6 
Sex groups 
Male coo e@eoweocoweeeweeenanenewnewvreeeee eee e ee 21.8 72.5 5.7 
Female eoeoeoeoeoo ee eee ooo ee eee enone e Oo 24.0 68,2 7.8 
e groups 
21-29 years CeebeteeCCE CCE ECHO CEC SO 1831 ae 4.8 
30-39 years Pea 2 owe a a ee ee ae a ee 18.8 74.6 6.6 
40 years & over oeseonvoeeeeeeeaenenenee?e 26.8 65:5 77 
No information given ............. 37.9 sai. 0.0 


Economic groups* 
Under 30 a month rent eoeoooeoeoeoe eevee 29.0 62.5 ° 


8.5 
$30 - 39 a month rent ....% ee. e 22.4 69.1 8.5 
$40 - 49 a month rent ....cceeeees 23.2 72.0 4.8 
$50. = 74 a month rent ror rere: 27.0 66.7 633 
$75 ~ 99 a month rent ....eses eos? 71.2 S51. 
$100 and over a month rent .....0. 41,9 53.6 4:5 
No information given .°0's'ss'.s's°se'ss 20.0 80.0 0.0 
Voting groups 
Voted for Roosevelt, 1944 ........ 20.7 74,0 5.35 
Voted for Dewey, 1944 .occecccecee 30.5 60.6 8.9 
WENOUOH ES o6o 5 6 oe Re PRe o'6 6 6 eRe cos 21.5 71.0 749 


*Actual monthly rental, or equivalent in home ownership. 


4.99 
COMPULSORY OR VOLUNTARY INSURANCE? 


Question: Which one of these two methods for doctor and hospital insur- 
ance would you choose? 


(a) A plan under which the amounts of your insurance payments would de- 
pend on the amount of your family's income - everybody would have to 
contribute to it - and it would be handled by the government, 


oF 


(b) A plan under which the amounts of your insurance payments would be 
the same as for everybody - anyone could join or stay out - and it 
would be handled by a non-governmental group, 


Response (per cent): . Don't know, 
and no 


Compulsory Voluntary information 


TOTAL oeoeoe@eaeweeoeveeweeewoeed 51.9 35.6 12.5 


Residential groups 


Ruvel: NON<-faErM BGs boo oes Uwe 6 v's 24.0 56.1 19.9 
PES Sc cea ge ter ice k ee heecicbaeaee 2) | See 42.5 15.0 
CACy OF ViLLESS pe ie cee cece cided 02.2 55.4 12.4 
Sex groups 

PO. SS 5S 6 0-0 COWEO ob bbe a ede eee aes 54.0 35.5 10.5 
POURS 655655 (54NRS eis Avie Fes 49.6 3557 14.7 
Age groups 

PlmBSSyVSars 2 Ke UCT sc cis c oR UES He ore 52.8 57.8 9.4 
DISSOPVSATS Col Ges cccccecetbevesce 52.4 o5.2 12.4 
40 Pears: & OVE Cee ic cescvreervecic 51.2 55.1 13.7 
No information @1976n 1.0. cst wwe cess 60.0 14.8 25.2 
Economic groups* : 

Under $30 GO MOALH Tent wwesiivesess 41.2 41.3 i735 
$50 = 59 a month tent: i. cess ieee 44,4 36.9 19.7 
$40 - 49 a month rent .....sececees 56.7 3237 10.6 
$50¢5274 a month. S@nt 1.66 eGR. ees 40.0 48.5 11.5 
$758-999 a month. fént . 2... 80 0%T CS 49.4 3752 13.4 
$100 and over a month rent ........ 23523 68.4 8.5 
No information given .isicees see es 53.4 46.6 0.0 


Voting groups 


Voted for Roosevelt, 1944 ......... 61.5 28.1 10.4 
Voted for Dewey; 1944 is ..sicccoccs 51.8 52.5 15.7 
Others eoeo@e#@etoeo@e#sdseeeeeeeesweoenweeeennnea ee oe 48.5 led 14.0 


* Actual monthly rental, or equivalent in home ownership. 
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Question: (addressed only to those who favored compulsory insurance): 
Which government do you think should handle it: the New York State Govern- 


ment or the Federal Government? 


Response (per cent): a Don't 
State Federal know Others 
WO CS ecc ce ckextereic. $2.6 48.4 18.5 0:5 
Residential groups 
mee GON—TOTM . 6... scccces RP see 15.0 76.0 8.4 0.6 
Farm eeevesee7eenree ewe epeeeewpeeeereeoeeeneeoneee 4352 2247 S41: 0,0 
Ceey GPPE1L ISSO Gul. cc csdeanscsdes 35. 3 48.5 2707 0.5 
Sex groups 
Male eoeeoeneeoeeeeeeeeneeneeeneeeeeeeeeeeee 34.0 50.6 14.9 O35 
Female eo@eoeveeocoew#eeoeevpeoweeeeeeoeeseeeoge 30.9 46.1 22.5 O75 
Age groups 
21-29 years a Cale REO WR Ceaweee eee ee’ Sie 54.8 14,0 0.0 
30-39 years is aaa ss see bea ce howe Ke ed Oi 44.8 19.8 0.3 
40 years & over eoeoeteenweoeoesweaeeee7eenes okey 47.5 19.9 0.9 
MO AML Ormeation B1VeEN. ssvewscovccces 65.6 25-2 9.2 0.0 


Economie groups* 
Under $30 S monte. rent ives acy 59.0 . ; 


25.0 15.6 0.4 
$30 ~ S9°a month: rent ii eeeies 0 3% 31.9 54.1 13.8 0.2 
$40 - 49 a-month rent .....se..eeee5 34,2 50.8 13.9 1.1 
$50 - 74 a month rént ...sececeeecs 33.9 52.4 13.3 0.4 
$75 = 99 a month rent .ssisi ees os 49.2 35,30 15,8 0.0 
$100 and over a month rent ........ 24.1 75.9 0.0 0.0 
No information @1VEN sie es ice tae 5050 50.0 0.0 0.0 
Voting groups 
Voted for Roosevelt, 1944 ......... 32.35 50.9 16.0 0.8 
Voted for Dewey, 1944 ....cccecsoee 59.6 43.8 1632 0.4 
URGED cece de becectasssbesvivivtsed 30.9 45.5 25.4 0.2 


*Actual monthly rental, or.equivalent in home ownership. 


501 


Question: (addressed only to those who favored voluntary insurance) 


Which of the following do you think should handle it: 


Insurance companies 


Doctor groups 


Employers 
Unions 
Others 


Response’ (per cent): 


Insurance Doctor... 


Don't know 


companies groups Employers and others 


TOTAL sects ees oe 59.9 


Residential groups 


Rural non-farm .....:. Sia fee 64,4 
Farm e@oeeentee3#e?ee? eco*#ooeeeoe#eneoeaesne 63.6 
City and village fo73 303 F235 6150 
Sex groups 

Male Bere Fee Ot Ge Br Be Soe 64,4 
Female oeeeooweeeaeteeesee Peas ete Pat 
Age groups 


Dieed SERPs Ze7 Piss i0i i ee 07.62 
$0259. yearea fo ii SUSE eT 59.2 
40*years & over fesse os ess 62.8 
No information given ....... 18:5 


Economic groups* 
Under $30 a month rent ..... 59,3 


$30 ~ 39 a month rent,’.. 3; 65.7 
$40 -~ 49 a month rent ...... 59.5 
$50 ~ 74 a month rent. ...... 64.3 


$75 ore 99 a month rent oveervee 50.8 
$100 and over a month rent.. 74.4 
No information given ....... 58.4 


Voting groups 
Voted for Roosevelt, 1944 .. 65.8 


Voted for Dewey, 1944 ...... 95.2 
Others 2,9 6,8 -o- Oo: 2-9 - 70-8 8 79 eveesee 58.4 


* Actual monthly rental, or equivalent in home ownership. 


14.6 


7.2 
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502 
POPULATION TO BE COVERED 


Question: If a doctor.and hospital insurance plan is put. into effect 
in this State, do you think it should cover everybody or just those 


people who work for business and industrial companies? 


Response (per cent): Business 
Every- and Don't 
body industrial know Others 


BORER 55 Sees eee Have ee 85.4 6.5 8.0 0.1 


Residential groups 


Rural non-farm See cicete a eed ees 89.9 


1.6 8.5 0.0 
DE VE CV VW US ah ee red cd cease es 76.8 6.8 16.4 0.0 
CIGY ONG VilLINSS 6 csccccsencsee 85.9 6.9 Ta 0,1 
Sex groups 
ee eee ee baw a es oe ae es 85.8 6.8 7.4 0.0 
Sg gmw ar argos Ga ar a a 85.0 6.3 8.7 0.0 
Age groups 
DEONe PORTE Siccgctececaacvevars 90.6 aah 4.3 0.1 
i MOS ove ste Fececsecee ae 5 85.3 6.9 7.8 0.0 
moreeere-& over celscececocsuws 83.0 4 9.8 sdbad 
No information given .....ceecc0e 100.0 0.0 0.0 0,0 
Economic groups* = 
Under $30 a month rent ........ 81.8 os 7 ile 0.0 
$30 ~ 39 a month rent ......66. 85.4 6.4 8.0 0.2 
°$40 - 49 a month rent ......6.. 90.8 4,3 4.9 0.0 
$50 - 74 a month rent .....e006 82.0 9.9 S:1 0.0 
$75 ~ 99 a month rent ......... 85.6 5.0 —9A4 0.0 
‘$100 and over a month rent .... e0.3** 9.3 10.4 0.0 
No information given ....sceeee 80.0 0.0 20.0 0.0 
Voting groups 
Voted for Roosevelt, 1944 ..... 89.1 . o.1 5.8 0.0 
Voted for Dewey, 1944 ......00.6 82.0 8.5 9.4 Oil. 
TUNGCE sense cc cacaaneteneceears a eee 9.5 0.0 


* Actual monthly rental, or equivalent in home ownership. 
** Less than 0.1 per cent. 


503° 
EMPLOYER CONTRIBUTION 


Question: If a doctor and hospital insurance plan is put into effect in 

this State: 

(a) Should it cover just those people who work for business and indus- 
trial companies, with one-half of their payments being made by the 
workers themselves and one-half by their employers? 


or 


(b) Should it cover everybody, with each person making all his payments 


ror tt? 
Response (per cent): 3 Employer Individual, Don't 
contribution only know Others 
POEMS Gucinwhesana ks 33.7 BS TR. 0.4 
Residential groups 
Rural non-farm ...... 7S se OTR Oey 22.0 64.1 13.9 0.0 
Oe fikk ict (iu haat ea ek 14.9 69.1 be He | 0.5 
Cita BOR VIA LOGO cia gs stad bee 35.6 g ES, | leap 0.4 
Sex groups 
POOR Fa vi gk Fim. blab a. ehacerpiarchavetssetatbie 4 34 4 pers 9.8 0.6 
POMPEI, BANA eieeels s 43.3 50:3 16.5 0.1 
Age groups 
CEO FOr G6 SE TBR y scons om 34.3 55.9 9.1 D.7 
3ORS9 AFORE PO PFigirg sie pee ka 34.7 ee L243 0.5 
LG Foara B. OVS Sei ives <5 . 33.4 51.4 15.0 0.2 
No information given .........0. 0.0 74.8 25.2 0.0 
Economic groups* 
Under $30 a month rent ......... 26.5 59.9 1355 O.1- 
$20 =.39 @ Monbhh Pent clei iciads 29.5 5562 14.9 0.4 
SHO: = io araminieh rent... 3k. i ce 39.5 52.5 i. 0.7 
$50 - 74 a month rent ..... eee 33.2 54.3 125 0.0 
$75<99 a month went Ws cecnerek cs 28.0 60.7 1Ei3 0.0 
$100 and over a month rent ..... 17,5 71.6 10.9 0.0 
No information given <....66ss0i 16.6 63.4 20.0 0.0 
Voting groups 
Voted for Roosevelt, 1944 ...... 37.4 51 53 10.8 6.5 
Voted for Dewey, 1944 .......... 2577 61.3 12.9 0:1 
UPR sas on S08 Ts Ser pee SY ee 51.5 0.5 


* Actual monthly rental, or equivalent in home ownership. 


504 
CASH SICKNESS BENEFITS 


Question: Do you think the plan should also pay to employed workers about 
one-half of their usual earnings during the time they are not able to work 
because of illness or an accident - and for this the insurance payments 


from employed workers would be increased, according to the amount of their 


earnings? 
Response (per cent): Don't 
Yes No know Others 
TOTAL ROY sar RRS eee eee 63.1 17.8 18.7 0.4 
Residential groups 
Pate) NOMetOre see weve vee cevee. 67.8 13.6 18.6 0.0 
Farm coe@eeneveveetveveov,eveeoeee eweaeevee Coe een eae eve 50:3 24.6 251 0.0 
City and vi llage eoeeesteoe@eseeeeweweneaeeaeewnae 63; o 18. 1 18.1 0.5 
Sex groups 
Male ecoo#eoeweeweaeeev, eevee ewes eave evaen ena eeaeeae?e 63.7 18.3 i736 0,4 
Female ooaoeeooeweaeepneeoneene@eseae*eewn ea evn eevee eee 62.7 172 DB Pg 0,4 
Age groups 
21-29 years @oeoneneeoatseveweeeeeveeeeeweeesne 70.4 14,9 14, 6 O23 
30-39 years eoeeeoe<@eeensrenrnrenmenre@*#eneoeengwn ee? 60.8 20.7 18.0 0.5 
40 years & over oeseeeovoeveoeeeeseeweeeeeee 6l. 6 17.6 20. - 0. rs] 
nO information given we cee ie S27 12.6 40.1 12.6 


Economic groups* 
Under $30 @ month rent oo rCerere - SFc0 . 


9.3 20.5 0.9 
= eso = 29 @ Month rent ..csvcveeess SOES i7 2 22.9 Oi 
$40 .~- 49 a month rent ..eeieevie.. 5S 23.1 17.6 0.0 
$50 = 74 a month rent i... eee eeees 54,0 27.6 18.4 0.0 
O75. =< 99 a month rent: 40600008 S71 37.2 5.7 0.0 
$100 and over a month rent ....... 47.4 40.4 10.9 1.3 
Bo information given oversee eees 70,0 0.0 30.0 0.0 
Voting groups 
Voted for Roosevelt, 1944 ........ 70.1 1348 15.8 0.3 
Voted for Dewey; 1944 ..c.icivecce. 59.6 22.8 Liso 0 ee 
CCGELE Pivccccceee rae teveceververs - OVE 18.5 21.7 0.6 


* Actual monthly rental, or equivalent in home ownership. 
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